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The reproduction of typhoid fever by 
feeding Bacillus typhosus to anthropoid 
apes has been carried out with some degree 
of success by Greenbaum! and Metchinoff 
and Besredka.? Positive blood cudtures, 
agglutination reactions, lesions of Peyer’s 
patches and certain other features of the 
disease have been obtained. Feeding and 
inoculation experiments in smaller labora- 
tory animals as performed by Besredka,?® 
Sedan and Herrmann‘ and Gory and 
Dalsace’ have met with but little if any 
success. A more protracted infection or 
septicemia has been produced but the le- 
sions resulting do not conform with those 
of human typhoid, presenting rather the 
aspects of an ordinary pyogenic invasion. 


The feature of greatest interest to the 
writer is the study of the toxic factor of 
the typhoid bacillus. Much work has been 
carried out upon this phase of the subject 
and a general review of the pertinent 
literature is to be found in the work of 
Gay. There are those who hold that the 
poison is an endotoxin or one contained 
within the micro-organism and others who 
take the view that it is an ectotoxin, 
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elaborated in the cell and emanating to the 


surrounding structures. In any event 


there is some poisonous factor attribut- 
able to the activities of the typhoid bacillus 
which brings about the characteristic le- 
sions and accounts for the clinical evi- 
dences of toxemia as manifested by the 
stupor or mental hebetude, the delirium, 
subsultus tendinum, and carphology. 


The prevalent opinion among workers 
in bacteriology is that the poison of the 
typhoid bacillus is an endotoxin in as 
much as no specific soluble or ectotoxin 
has ever been procured which is usually 
not difficult in micro-organisms producing 
such a type of toxin as the bacilli of 
diphtheria, tetanus, botulism and the like. 
On the other hand, in micro-arganisms 
that possess an endotoxin, the toxic factor 
is quite difficult to obtain as a specific 
moiety and in reality, several varieties of 
poisons are procurable, no one of which 
appears to be specifically or definitely re- 
lated to the disease. For example in scar- 
let fever Dochez and Stevens’ state that at 
least two separate and distinct toxins were 
recovered by them from the _ so-called 
streptococcus of scarlet fever. While all 
are agreed that the ectotoxins or so-called 
soluble toxins are definite and_ specific 
poisons for their respective micro-organ- 
isms so much dissertation has arisen for 
the other group namely, the endotoxins 
that we have been for along time and are 
still at present in a maze of uncertainty 
as to their manner of producing injury to 
the host. Certain modern conceptions are 
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that virulence varies reciprocally with re- 
sistance or immunity, and that virulence is 
due terthe exeretion of endotoxins, aggres- 
sins, Virtilins; of anaphylatoxins and thesé 
products injure the defensive mechanisms 
of the host or interfere with their activi- 
ties upon bacteria. It has even been con- 
sidered that the electrophoretic charge or 
potential difference (P.D.) related to the 
agglutinability of a micro-organism may 
likewise be related to its virulence. Thus 
there is a tendency to consider that this 
so-called endotoxin of pathogenic bacteria 
really breaks down the resistant barriers 
of the host and thus produce disease. 
While we can appreciate that this in part 
may be true, nevertheless after protective 
mechanisms are broken down we must still 
have some destructive substance that pro- 
duces the injury, whether by interference 
with cell metabolism, bio-chemical action 
upon the cell itself, or any other method of 
producing morbidity. There is no inten- 
tion to enter into the consideration of 
toxoids, toxons, toxinase, protoxin and the 
like as these would have no special signfi- 
cance herein. 


It may be of interest to recount the 
various methods and devices by which 
various workers have attempted to obtain 
an endotoxic factor from the typhoid 
bacillus: Hahn subjected the organisms to 
a pressure of 400 atmospheres in a Buchner 
press, Macfadyen triturated the bacilli 
after freezing with liquid air, Besredka 
used heat to 60° and dessication in vacuo, 
Vaughan extracted a 2 per cent sodium 
hydroxide in absolute alcohol at 78° C. and 
numerous other methods have also been 
employed. 


Since the in vitro or test tube efforts 
have, as a whole, proven futile in the pro- 
duction of specific endotoxins, there arises 
the question as to whether or not, these 
substances are only put in action when the 
micro-organism comes in contact with the 
living host. A classical representation of 
the liberation of a toxic moiety is shown 
in the Pfieffer phenomena. 


In this connection Duval? immunized 
rabbits against the streptococcus of scar- 
let fever and found that when a suspension 
of this micro-organism was introduced into 
the belly cavity of such immune animals a 
lysate was procured containing a toxic 
factor which when injected into animals 
produced glomerulo-nephritis and other 
aspects in accord with the toxic factor of 
this disease. Others working with this 
micro-organism in vitro have obtained no 
toxic factor that may be regarded as 
specific and the inoculation experiments 
into animals have yielded negative results. 


In the work undertaken by us®?° in 
connection with the typhoid bacillus, we 
simply produced an ordinary acute peri- 
tonitis by injecting a suspension of this 
micro-organism into the peritoneal cavity 
and then procured the fluid exudate present. 
This material was filtered through a 
Berkefeld filter and the filtrate injected 
into normal guinea-pigs. The inoculations 
were administered subcutaneously, intra- 
peritoneally and jntracardially for separ- 
ate series of these animals. There resulted 
from these injections pyrexia, a marked 
leucopenia and in three or four weeks 
death occurred. The gross lesions found at 
post-mortem were enlarged lymphatic 
glands especially in the peritoneal cavity, 
softened and enlarged spleen, focal necro- 
sis of the liver and lesions of the solitary 
follicles and Peyer’s patches with superfi- 
cial ulcerations. The microscopic study of 
the lesions of Peyer’s patches and lymphoid 
structures presented a picture similar to 
that seen in human typhoid fever—namely, 
proliferation of endothelial cells presenting 
the aspect of the phagocytic cells of Mal- 
lory—which picture when generalized is 
regarded as pathognomonic of the disease. 
The focal necrosis of the liver present in 
the gross was confirmed microscopically 
and the spleen presented numerous shadow 
corpusgles outside and within the phago- 
cytic cells. Control experiments reported 
by us,!! wherein B. coli was employed in 
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a similar manner did not produce the same 
results. 


It would appear therefore that the toxic 
material obtained through this procedure is 
the same poison or toxin that produces the 
diseases in the human host. In connection 
with the toxic filtrate obtained, it is to be 
realized that so-called filtrable forms of 
B. typhosus and many other micro-organ- 
isms have been demonstrated. Hadley, in 
a personal communication, has suggested 
that the lesions produced by us may be 
due to fitrable forms. We can see no 
reason for ascribing to a filtrable form of 
B. typhosus a_ specific capacity per se 
that the micro-organism proper does not 
possess. Again, since such forms are filter- 
able as are the toxic elements, it would be 
difficult to separate their activities except- 
ing by several generations of growth of 
the filterable forms. In fact, after we 
consider the potentiality of the filterable 
forms, we are still confronted with the 
realization, that they, too, must possess 
some specific toxic factor. 


The regrettable feature of the work is 
that this toxic material is of a very weak 
titer, in as much as it is necessary to in- 
ject one of two c. c. at several periods in 
order to produce such lesions in the guinea- 
pig. In the instances of the toxins of 
tetanus or of diphtheria, an extremely 
small fraction of a cubic centimeter will 
kill a guinea-pig in a short period of time. 
This comparison is brought forward to 
show the impracticability of immunizing a 
large animal with the feeble toxin pro- 
duced by us from the typhoid bacillus. 
Efforts have been made to procure inten- 
sification or concentration, even resorting 
to bacteriophage introduction into the 
peritoneal cavity with the micro-organism 
but with no appreciable results. 


Such experiments point out the difficul- 
ties of procuring a satisfactory antitoxin 
for micro-organisms belonging to the en- 
dotoxic group. It serves to explain why 
the sera or antitoxins for pneumonia, 


scarlatina and various septicemas have 
met with but little success. Since no 
potent specific poison is obtainable from 
such micro-organisms no satisfactory anti- 
toxins can be produced. One would think 
that the production of lytic antibodies 
would be of great service but no striking 
results have been obtained through this 
measure. 


It is questionable as to whether or not 
a highly potent and specific toxin can be 
procured from micro-organisms of the endo- 
toxic group. It is also doubtful if the 
method of procedure would be the same for 
all, nevertheless, if such a process by some 
new method is discovered through research 
endeavors, we could expect the production 
of a most striking and useful augmentation 
in the field of sero-therapy. 
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DISCUSSION. 


Dr. C. W. Duval (New Orleans): I listened 
with a great deal of interest to Dr. Harris’ very 
excellent dissertation on experimental typhoid 
fever, and particularly what he said about toxins 
and endotoxins. Of course, it is hard for me to 
add to his paper. It is with considerable trepi- 
dation that I open the discussion because of my 
ignorance of the nature of the toxic principle in 
typhoid. 


Dr. Harris has shown us photomicrographs of 
the experimental lesions of typhoid fever. He did 
not stress enough, however, that these correspond 
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completely with the lesions produced in man by 
typhoid fever. I would say there is a complete 
correspondence, There is no lesion that we see 
in man, unless it be the “rose spot” that Dr. 
Harris has not induced in the experimental 
animal by means of what he regards as the 
endotoxin of the typhoid bacillus. 


This matter of bacterial endotoxins is of great 
interest to us all, and especially from the stand- 
point of specific serum therapy in certain of the 
infectious diseases of which typhoid fever be- 


longs. The infectious diseases are toxemias and 


should be considered under two groups: (1) those 
that are caused by germs elaborating a soluble 
toxin, and (2) those that are caused by so-called 
endotoxin, which is a poison held within the 
cytoplasm of the living micro-organism. It is 
with diseases that are caused by micro-organisms 
that elaborate a soluble toxin that we are able to 
benefit with immune serum therapy, as for ex- 
ample diphtheria. Diseases caused by micro- 
organisms that elaborate no soluble toxins but 
produce the disease through endotoxins, we have 
not been successful with specific serum treatment. 
This then is one of the knotty problems that 
immunologists are confronted with at the present 
time. Until we find out something more about 
the nature of endotoxins we cannot hope to do 
much in the cure of the prevention of disease by 
means of specific serum therapy. 


Just what are endotoxins? Certainly in the 
ordinary sense they are unlike bacterial toxins. 
It seems they are incapable of stimulating the 
body cells with the result that specific anti-toxins 
are produced such as we see for true toxins. 
Endotoxin undoubtedly stimulates the host cells to 
produce an antisubstance that is destructive to 
the responsible antigenic agent. Such an immune 
substance we speak of as lysin, and undoubtedly 
it is lysin that establishes the immunity in typhoid 
fever and keep us protected against subsequent 
attacks of the infection. In typhoid fever we see 
recovery and protection because of the production 
during the course of the disease of immune sub- 
stances. These anti substances have no toxin 
neutralizing effect in typhoid. In this disease 
we know that a toxic substance is extant in the 
patient but concerning it’s nature we are totally 
in the dark. For typhoid fever, Dr. Harris ex- 
plains, recovery is undoubtedly due to antibodies 
produced at the time of the infection and these 
remain after recovery, accounting thereby for the 
permanent immunity. Until we can induce ex- 
perimentally with typhoid antigen an anti-endo- 
toxin we cannot hope to know much about the 
nature of the specific poisons of B. typhosus. 


In conclusion, I would like to say that for 
typhoid and other “endotoxic” diseases that are 
produced by micro-organisms elaborating no solu- 
ble toxin, it is fairly certain that the respective 
poisons do not occasion in the infected host a 
specific neutralizing antibody. 


Dr. J. H. Musser (New Orleans): There are 
one or two things I would like to find out from 
Dr. Harris in regard to this preparation. In the 
first place, is the toxin destroyed by heat? Does 
I would like to know if 
he conceives of the disease typhoid fever being a 
disease which is primarily due to a toxin or 
whether produced. by the organism itself? I 
would like to know what relation it bears to 
allergy. 


heat have any effect? 


I do not not know that 
I will be able to answer very fully the inquiries 


Dr. Harris (closing) : 


of the various gentlemen. 


Dr. Duval has explained to a considerable ex- 
tent the method by which we think these indi- 
vidual get well. There is little doubt but that 
bacteriolysins play an important role in these 
On the other hand, if we produce, as 
can be readily accomplished in lower animals, a 


recoveries. 


bacteriolysin, by inoculation of the micro-organ- 
isms, we know that this particular serum when put 
into the human body does not cure the case, For 
example, to produce a bacteriolysin for B. diph- 
theriae is of no value therapeutically. 


Dr. Musser brought forth some extremely in- 
teresting features. The particular toxin we have 
is very unstable. It is destroyed by heat, it is 
thermolabile. The other question concerned the 
analogy between the manner in which the toxins 
of diphtheria or tetanus produce disease as com- 
pared with typhoid. Diphtheria and tetanus 
poisons are easily and readily formed; they are 
exotoxins. In typhoid the living host appears to 
play an important part in forming or liberating 
this particular toxin and it is then capable of 
giving rise to toxemia. 


Dr. Musser has also brought up the question 
of allergy. The phenomenon of allergy has, of 
course, entered greatly into the consideration of 
many reactionary occurrences. It represents the 
sensitization of the host with subsequent toxic 
reactions following the primary sensitization. 
Nevertheless, we must consider allergy as after 
all the result of some form of poison that is pro- 
duced whether secondarily or otherwise. 

















DIVERTICULITIS OF THE COLON 
WITH SPECIAL REFERENCE TO 


THE SIGMOID.* 
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This condition was first noticed by Vir- 
chow in the nineteenth centeury and some 
forty or fifty years later Grasser’s report 
and description of this disease made it 
much clearer to us, and later the extensive 
study of it by W. J. Mayo and his associates 
further cleared up the situation. Since that 
time practically all of the men writing on 
the subject agree on the method of handling 
it. I was disappointed in the small amount 
of space devoted to it in our present day 
text books. 


The reason for presenting this paper is 
primarily to learn more about this disease 
myself and to call the attention of the pro- 
fession to a condition or certain entity that 
we have in the past overlooked in a great 
many instances. It has been termed by 
some authors as left-handed appendicitis 
and the abdomen has been opened no few 
times for a ruptured appendix to find a 
normal appendix and, upon further explor- 
ation, a ruptured diverticulum of the sig- 
moid. I have been guilty of this myself 
and I am sure there are many other offend- 
ers. The usual symptoms that accompany 
this condition is no doubt familiar to all of 
us: pain, rigidity, temperature 100° to 104° 
F. and general abdominal distension and 
tympanites. The history given by these 
cases is one that is generally associated with 
chronic constipation and often times a coli- 
tis. It has probably never been proven be- 
yond a doubt that these conditions cause 
diverticulitis, but it is an evident fact that 
one or both of these conditions go hand in 
hand with diverticulitis. 


It might be well here to discuss what is 
generally accepted as the classification of 
this disease. First, the condition may be 
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congenital or acquired. The congenital 
diverticula are mostly confined to the small 
intestines, such as Meckle’s diverticulum 
and an occasional diverticulum of the duo- 
denum. I have under my observation now 
a case of diverticulum of the duodenum that 
has had three major abdominal operations, 
one in one of the best clinics in this country 
and the other two by good men, and the 
same symptoms prevail now as before those 
operations, and we only recently discovered 
it in our radiological study of her gastro- 
intestinal tract. This condition is rare, but 
we all know that we stumble upon Meckle’s 
diverticulum every now and then. The 
diverticulum of the small intestines, or the 
congenital types as we will speak of them, 
contain all three layers of the intestines, 
i. e., mucous membrane, muscular and 
serous coat. 


The diverticulum of the colon are com- 
monly called diverticulosis where there are 
several diverticulum of the colon in any 
part and are not causing any particular 
symptoms, and diverticulitis where there is 
any inflammation association with the 
diverticulum. It is conservatively esti- 
mated that about 85 per cent of diverticu- 
litis is confined to the sigmoid. 


I mentioned above diverticulosis or 
diverticula of the colon that were causing 
little or no trouble. Now I will speak of 
some of the complications of the disease. 
First of all, and one of most concern, 
is ruptured diverticulum. Of course here 
you are dealing with a _ very sick 
patient. The rupture usually occurs where 
the appendices epiloae come off from the 
intestines or where the artery enters the 
intestine. The two most plausible explana- 
tions for these two sites being the most 
common locations of rupture are: first, that 
fat replaces the muscle fibres in the first 
location, and that in the second instance 
the intestine wall is weakened where the 
vessel enters and allows the mucous mem- 
brane to push out at that site. The second 
complication is rupture of the diverticula 
and consequently burrowing through the 












scrotum or even through the perineal 
region with pus and fecal contents escaping 
through this sinus. 


Third, rupture into the bladder, which is 
not unusual. This happened to one of my 
own cases several days before she had been 
operated upon and drained. These openings 
into the bladder usually close of their own 
accord, but sometimes have to be closed by 
operation later on after the acuteness of 
the condition has subsided. 


Fourth, abdominal abscess which is the 
result of ruptured diverticulum and which 
points to the left iliac fossa most of the 
time but might produce a pelvic abscess, 
or might, as stated above, burrow through 
the perineum. 


Fifth, obstruction of the bowels. This 
is a picture that most of us have faced to 
our sorrow. Usually a short fatty type of 
individual above fifty vears of age is rushed 
into the hospital or sanitarium with this 
comp'ication. This obstruction may be 
caused by several things, but most often by 
cicatricial tissue at the seat of the rupture 
of the diverticulum or by inflammation and 
edema of the affected parts. 


Sixth, lues should be considered as a pos- 
sible complication until ruled out by labor- 
atory and therapeutic test. 


Seventh, carcinoma of the sigmoid associ- 
ated with or as a complication of diverticu- 
litis. It has been shown that carcinoma is 
present in a small number of cases. Any 
case that passes blood from the rectum 
should be considered a possible case of car- 
cinoma, as an ordinary ruptured diverti- 
culum seldom ever causes the passage of 
blood from the rectum. I might add here 
that it is not an easy task to tell whether 
carcinoma is present or not, even after the 
abdomen is opened. Often the tissue will 
look to be cancerous only to have a report 
come back from the laboratory “non-ma- 
lignant.” 


Diagnosis of these conditons as I see it 
depends upon first, the history of the case; 
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second, clinical symptoms; third, use of 
proctoscope, (but the mass is usually too 
high to be diagnosed by this means) ; and 
fourth, and most important, the roentgen- 
ray study of the case. We find the condi- 
tions in males as compared with females in 
a ratio of about three to one. Some cases 
have been reported in very young people, 
one case I believe in a child of seven years, 
but most of them are in people past middle 
life, and the average age of occurrence is 
past fifty years. 


It is thought that barium taken by mouth 
more often fill diverticula than when given 
by enema. Some of the leading radiolog- 
ists say that a plate taken two or three 
days after the original meal often shows 
diverticula that did not show on the original 
plate. The barium in the diverticula is the 
last to pass out. One should not be mislead 
by haustrations or pouches in the large in- 
testine and call them diverticula. Plebo- 
liths, gas bubbles, ureteral stones, and cal- 
cified glands are some other things that 
might be taken for diverticula. 


Treatment should be divided into two 
classes: first, treatment of the chronic cases 
of diverticulosis; and second, treatment of 
the acute diverticulitis, ruptured or unrup- 
tured. 


The first class should be a matter of diet 
that causes as small an amount of residue 
as possible, colonic irrigations, regulation 
of bowels with mineral oil, etc. 


The second class, acute diverticulitis, I 
think should be treated conservatively. 
That is, rest in bed, ice cap to abdomen, 
enemas as indicated and proper diet. If 
an abscess forms it should be opened and 
drained and in the majority of those cases 
the diverticula wi!l close without further 
treatment. This has been demonstrated 


by roentgen-ray study and laparotomy. One 
of my cases had ruptured into the bladder 
as stated above and an attempt was made 
to repair it but it was too friable to hold, 
and it evidently closed. In some rare cases, 
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where there is obstruction a resection of a 
portion of the sigmoid should be done. Some 
cases might be done in one operation, but 
perhaps the method of choice would be the 
operation described by Mikulicz, first stage 
being to bring the intestine out of the cavity 
and fixing it according to his technic, and 
waiting two or three days if possible for the 
second stage or the resection. Side to side 
anastomosis should be considered in certain 
types of the obstructive cases where you 
have a sufficient loop of intestine to bring 
around the mass. 


In three of our cases resection with end 
to end anastomosis was done with the Mur- 
phy button. Two got well, one died, and 
one case was simply drained and she got 
well. The other one has not been operated 
on. 


CASE REPORTS. 


Case 1. Mr. M. T. F., white male, aged 46 
years, was admitted to the sanitarium April 18, 
1927 complaining of constipation and a mass in 
the lower left abdomen. The patient had been in 
good health for many years. However, eight years 
ago he had had a similar complaint which was 
relieved by a good copious bowel movement. He 
was frequently constipated and noticed some blood 
and mucus in the stools. For several months 
prior to the present illness he had had a slight 
hypertension with a low grade chronic nephritis. 
The present illness started three days prior to 
admission with constipation and the appearance 
of the mass in his side. Various laxatives and 
enemata gave very little relief. The general phy- 
sical examination revealed little of importance ex- 
cept a blood pressure of 150 systolic, 100 diastolic; 
a mass the size of a large orange in the lower left 
abdomen, and a slight trace of albumin in the 
urine. Operation was advised and on April 27, 
1927, the abdomen was opened with a left rectus 
incision. A growth on the sigmoid about the size 
of a man’s fist was exposed and dissected away 
from pelvic peritoneum. The growth was deliv- 
ered and about 8 inches resected between clamps. 
A Murphy button was applied, the edges covered 
over with chromic No. 2 sutures and the messen- 
tery attached over the gut. The omentum was 
brought down to where the button was put in. 
Cargile membrane was applied to the peritoneum 
where the mass was dissected. The wound was 
closed with chromic No. 2 and silk worm gut. 
After the growth was removed what looked to be a 
diverticulum was dissected out. Microscopic find- 
ings: Diverticulum with tuberculosis. 


Case 2. Mrs. W. A. K., entered the hospital 
May 2, 1926. She was a well developed white 
female of the short fatty type. Physical findings 
were essentially negative except for tenderness in 


the left side of the abdomen, which had bothered 
her for some weeks before entering the hospital. 
About every two or three weeks she said she 
would have to go to bed and stay in bed for two 
or three days. The onset usually came in with a 
slight rigor. She had been having these previous 
attacks for six or eight weeks before coming to 
the hospital. She thought that during the attack 
she usually had a little fever. Upon entering the 
hospital we saw a patient that had an acute 
abdominal distention, tymphanites and vomiting. 
Under general anesthesia through a mid-line in- 
cision we found a mass in the sigmoid that was 
producing an obstruction. This mass, which in- 
cluded from eight to twelve inches of the bowel, 
was resected and the ends brought together by 
means of a Murphy button. The wound was closed 
with chronic cat gut No. 2 and silk worm. Mic- 
roscopic findings on this tissue removed was a 
fibro-lipoma phlegmonous abscess and many plas- 
ma cells and eosenophils, some congestion, fibrini- 
ous exudate on the outside, not malignant. This 
operation was performed by a former associate of 
mine, Dr. Willis, and myself. Note: Further data 
on this case. Patient was readmitted to the hos- 
pital on December 7, 1926 for obstruction of the 
bowels. Upon opening the wound through which 
a post-operative hernia had developed, we found 
that the entire abdomen was filled with numerous 
adhesions and that the cecum had been pulled over 
to the region where the sigmoid had been resected. 
These adhesions were freed from the cecum and a 
band of adhesions that was caused by a piece of 
omentum was also freed from the sigmoid. The 
patient made an uneventful recovery. 


Case 3. Mrs. A. Q., Sr. entered the hospital 
June 6, 1928. She was a well developed white 
female, aged 55 years. Her present illness had 
begun May 17, with severe cramps in the abdomen. 
On May 18, the pain became less. She took a 
dose of castor oil and felt better after the castor 
oil acted. On May 19 and May 20 she felt weak 
but had very little pain. On May 20 she took a 
soapsud enema and while she was expelling the 
enema a sharp pain started in her abdomen and 
she beemae very weak and cold. The pain lasted 
for three hours when morphine sulphate, grs.%4 
was given. The pain stopped and the abdomen 
became very hard and distended. She felt a 
chilly sensation throughout her back and suffered 
tachycardia and felt very feverish. The doctors 
who were called in the case treated her for intes- 
tinal influenza. She gave no history of having 
passed blood from the rectum. However, she had 
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been constipated. On June 5, 1928, I was called 
in consultation and found a patient with a dis- 
tended abdomen with a history of frequent urin- 
ation, the urine containing much pus_ with 
a very foul odor. A pelvic examination was 
made and I found that the entire pelvis was one 
solid mass apparently more to the left than to 
the right side. The patient was brought to the 
sanitarium and under gas-ether anesthesia a mid- 
line incision was made. Upon opening the abdomen 
a ruptured diverticulum of the sigmoid was found 
which also had ruptured into the bladder, also an 
abscess in the pelvis which had a distinctive fecal 
odor. The appendix was mixed up in the general 
mass and was removed. The abdomen was drained 
by means of rubber tissue cigarette drains. Diag- 
nosis from the laboratory on the appendix was 
fibrosis and congestion. The patient’s abdomen 
was closed with drains as stated above. She had 
a rather stormy convalescence for a few days, but 
gradually got well and the opening in the bladder 
closed up within about three or four weeks time. 
Later on August 22, 1928 a fluoroscopic examina- 
tion showed the following: “Flouroscopic and plate 
observation of the colon, following the opaque 
enema, shows a partial obstruction in the sig- 
moid.” 


Case 4. Mrs. G. S., Sr. entered the sanitarium 
July 1, 1921 with a pre-operative diagnosis of 
sarcoma of the sigmoid. The post-operative diag- 
nosis was the same at first, but later was changed 
to diverticulitis. She was a well developed fat 
female, 47 years of age. The past history was 
negative. She came into the sanitarium complain- 
ing of intense pain in lower left adbomen, more 
painful after her menstrual periods. The patient 
stated that this condition had existed for about six 
months, growing more pronounced and severe in 
character. She was subject to constipation, no 
urinary symptoms, appetite good, suffered with 
indigestion at times caused probably from indis- 
cretion in eating. The patient had had two oper- 
ations in her past life, one in 1910, perrinorrhaphy, 
and in 1913 had laparotomy, suspension of uterus 
and removal of ovarian cyst, and breaking up of 
adhesions. The appendix had not been removed. 
She had enjoyed good health all her life except 
for rheumatism in both knees and to a lessser de- 
gree in the hands. She had been maried at the age 
of 19 years and had one child 27 years old, healthy 
and normal. Menstruation started at 13 years 
of age, normal and regular. The heart and lungs 
were negative. The abdomen was very obese, and 
negative except for pain below the umbilicus in 
the lower left side, radiating upward. A vaginal 
examination revealed a mass in the region of the 
left ovary that was movable. There was some 
bloody discharge from the rectum. The patient’s 
abdomen was opened through a mid-line incision 
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on July 1, 1921 and a mass in the sigmoid was 
found which was resected several inches in length 
by means of cautery. An end to end anastomosis 
was then done by means of a Murphy button. The 
abdomen was closed without drainage and the re- 
port from the laboratory, as stated above, was 
first fibro-lipo-sarcoma, spindle cell type, later 
changed to diverticulitis. The patient vomited 
for the first four or five days and after that got 
along nicely. On July 18, 1921 a flouroscopic ex- 
amination was made which showed the button still 
in the sigmoid. On the twenty-first day she passed 
the button. On November 15, 1921 about four 
months after she passed the button, another series 
of pictures was made on her and the following 
report rendered: “Roentgen-ray examination of 
the rectum, sigmoid and descending colon by enema 
method shows the rectum normal, sigmoid and 
descending colon constricted with serrated edges 
throughout.” Diagnosis: the above appearances 
indicate chronic inflammatory thickening of the 
intestinal wall non-malignant in nature. The 
patient today is up and well. This patient was 
operated upon by Dr. Willis, Sr. and myself. 


Case 5. Mr. F. A. B., aged 56 years, a white 
male complaining of intense cramp in the abdomen 
periodically—for a period of several months. The 
patient was somewhat dissipated but had been 
in excellent health for many years. The present 
illness began in March, 1929, with cramping pains 
in the intestines, seemingly distributed over the 
colon. There were evidences of an associated 
gastritis. The bowels were rather costive but 
no blood or mucus had been demonstrated. The 
general physical examination was that of an 
elderly white man well developed and nourished. 
The heart, lungs and extremities were normal, 
some tenderness distributed over the abdomen, 
apparently following the course of the descending 
colon. The laboratory examinations were irrele- 
vant. From the history and clinical records he 
was thought to have a diverticulitis. Roentgen- 
ray examination confirmed this, but instead of a 
single diverticulum there were numerous small 
diverticuli over the descending colon. He was 
advised as to diet and has had very little trouble 
since. 
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DISCUSSION. 


Dr. J. E. Heard (Shreveport): Dr. Garrett 
has covered the main points of this important sub- 
ject very thoroughly, but there are a few little 
points I should like to touch on. 


This left-handed appendicitis is very much the 
same as an acute appendix. Unfortunately, we 
have one or more acute appendices to deal with. 
Colostomy is one of the main things to pull us 
out of the fire here. 


The thing I want to say a little about is the 
Mikulicz operation. The Mikulicz operation, as 
you all know, is usually a three-stage procedure. 
It doesn’t look as pretty as a straight resection, 
and it has its limitations because the mass must 
be mobilized to bring it outside the abdominal 
cavity. This cannot always be done. If it can 
not be done, we can do a colostomy. However, I 
believe the straight resection in this runs a high 
mortality. The mortality runs anywhere from 
fifteen to twenty per cent. I think it is a rather 
dangerous procedure, but it is always a tempta- 
tion, where we have the mass, to do a straight 
procedure and take it all out with an end-to-end 
anastomosis. 


There are a few little points about the opera- 
tion that it is well to bear in mind. (Blackboard 
drawing). With the Mikulicz operation, that is the 
abdominal wall, and you bring these loops of the 
intestine out like this, provided we can mobilize 
the tumor. That can usually be done by splitting 
the external leaf of the colon, and that does not 
interfere with the blood supply. With the Mikulicz 
operation we try to bring the tumor mass outside 
of the abdominal cavity. Be sure there are no 
pockets in the mesentery, with the intestine in- 
side. The reason is that we cut the intestine when 
we go to cut the shotgun double-barrelled sep- 
tum out. Use a rubber dam over this. The proxi- 
mal loop, if necessary, can immediately be punc- 
tured with a cautery (small tip) and, if neces- 
sary, I have done it a number of times, a large 
catheter can be put in there and drainage estab- 
lished immediately. After a few days, we take 
the actual cautery and lop it off flush with the 
skin. Do not cut it too close because the ends 
always retract and we do not want them down 
too low. 


Looking at it from the top, we have a double- 
barrelled shotgun right there. When these lips 
are brought together, you want to offset it so 
that the main blood supply is not on the center. 
If you do, you cut through the blood supply some- 
times and get a hemorrhage. Offset that a little 
bit. Then the clamp comes in here. They will 
sometimes close, but often it requires a third oper- 
ation to close these colostomy operations. 
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Literally, the Mikulicz operation is a life saver, 
because it will save the mortality, although it is 
more or less long drawn out and requires two or 
three operations. It will save twelve per cent or 
better in mortality. 


Resections in these cases are very dangerous 
because of the inflammatory trouble. I think we 
should treat these acute cases much as we would 
acute appendicitis cases. I don’t think we should 
wait too long because if rupture is threatened 
you have a very much more serious condition to 
deal with. If you can go in soon enough, you 
can take care of this trouble here below. 


Dr. J. A. Hendrick (Shreveport, La.): I will 
just take up the discussion of Dr. Garrett’s paper 
from the standpoint of acute rupture. There is 
no doubt that too little is said in our text books 
and journals about this condition. 


We have had in the past few years five cases 
of acute ruptured diverticula of the sigmoid at 
the Highland Sanitarium. As Dr. Garrett said, 
it is not as rare an occurrence as our text books 
would lead us to believe. 


It is especially of prime importance to make a 
diagnosis in an acute ruptured diverticula of the 
sigmoid. There is a point in the history of 
these cases that we have seen that might be very 
important. Of course, in the acute ruptured 
diverticula of the sigmoid, we have the cardinal 
symrtoms of acute ruptured viscus, with severe 
onset of pain in the abdomen, tender board-like 
rigidity of muscles, increased pulse rate, the 
tragic shocked condition of the patient. We 
readily suspect a ruptured viscus. To definitely 
locate the rupture in the sigmoid is very difficult 
and not often done preoperative. The important 
point we get in taking the history which may be 
a lead to a correct diagnosis and which we found 
in four of our five cases was the onset of the 
acute abdominal pain while straining at stool. 
We can readily see why the rupture might occur 
at this time. With the walls of the diverticula 
very much thinned out, straining to empty the 
sigmoid which is filled with gas and fecal material 
with marked increase intra-sigmoidal pressure, 
makes the time ideal for a rupture. 


I am thoroughly of the opinion that if the 
diagnosis of a ruptured sigmoid can be definitely 
made, operative procedure is contraindicated un- 
less the case is seen very early. In our hand the 
only case in our series that recovered was one in 
which a diagnosis was not made until after the 
abscess had become definitely localized in lower 
left quadrant and was drained under local. 


We have a number of different types of in- 
flammatory diverticula. The one most often diag- 


nosed as a left-side appendicitis is small. We have 
seen a number of these. I think Dr. Garrett 
advised enemas. I know of one patient who had a 
small diverticula rupture while an enema was 
being given. We advise against enemas, especially 
during the acute stage. If an enema is given it 
should certain be very low pressure. 


If we will bear in mind the history of this 
condition: That it is usually in men about forty 
to fifty years old, rather stout, who have been 
more or less constipated for several years, with 
the onset of acute abdominal pain while straining 
or when at stool, it will give us a lead that will 
help make a correct diagnosis. 


I think Dr. Garrett’s paper is on a subject that 
we should give careful study. We see more of 
these cases since we have begun the roentgen-ray 
study of the gastro-intestinal tract, with opaque 
solution. Ruptured diverticulum is more common 
than was formerly taught. Diagnosis is very 
difficult. The mortality is extremely high. 


Dr. S. C. Barrow (Shreveport): The position 
of the radiologist in the question under discussion 
is just exactly the opposite of that in which he 
is placed in the previous paper on osteomyelitis. 
This is evidenced by the fact that the enormous 
increase in the number of cases being reported 
since the advent of the roentgen-ray study is 
apparent. 


Diverticulitis, diverticulosis and diverticula are 
terms that are applicable to those extraneous 
pockets to the digestive tract. They occur all the 
way from the mouth, you may say, or the upper 
esophagus, to the rectum. The diverticula in the 
upper part of the tract are usually congenital, 
while those in the colon are not so often so, as 
those above. 


I could not attempt to discuss the paper, 
Mr. Chairman, excepting from the standpoint of 
roentgen-ray observation. 


I have a slide or two illustrating Dr. Garrett’s 
paper, including some of his cases. 


Dr. Hendrix made a remark to you which I 
want to take the opportunity of stressing. Please 
do not tell your radiologist, please, to give a 
patient an opaque enema when you suspect a 
diverticulitis. Tell the radiologist that you would 
like to have the colon examined, that you suspect 
diverticulitis. Personally, I do not believe the 
opaque enemas under the roentgen-ray, consider- 
ing their danger, are of any value. Our technic 
is to feed the patient barium, and I am backed 
in this by the most high authorities. Let it go 
down through the processes of peristaltis and 
pack into the various diverticula pockets and you 
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will get the demonstration of the diverticula, 
whereas you will miss it if you attempt to do it 
the other way. 


The case Dr. Hendrix spoke of I diagnosed years 
ago by the oral method of giving the barium, and 
my diagnosis was refuted in several clinics. The 
man was put on the table and irrigated with the 
simple diagnosis of colitis. His diverticula rup- 
tured and he died. 


Don’t tell your radiologist how to do it, please. 
Select one that you have some confidence in and 
put the matter as to how he shall do it up to him. 


(Slide) This is one of Dr. Garrett’s cases, as 
I remember it. You will notice the multiple diver- 
ticula. Down in this area you can see vaguely 


two of the extraneous pockets which are in the 
descending lower portion of the colon. 


(Slide) We have over here a series of diver- 
ticula. Here is the duodenal cap. Here is the 
diverticula at this point. Here is a large one here, 
and another at this point. She had three large 
ones distal to the duodenal cavity. 


(Slide) Dr. Garrett makes special reference to 
the descending colon, and you can see the extra- 
neous and extra colonic shadows which represent 
infiltrated pockets in the colon. 


(Slide) Right in this area is a diverticula, a 
large pocket, from the transverse colon. 


(Slide) Here you see the multiplicity of pockets 
along the descending colon which Dr. Garrett’s 
paper has special reference to. 


Dr. L. J. Menville (New Orleans): I have not 
heard anybody mention the fact this morning that 
eases of diverticula are often seen in stout indi- 
viduals, as represented by the hypersthenic build 
or habits of the individual. A patient complain- 
ing of pain referred to the lower left quadrant of 
the abdomen, should be examined carefully for a 
palpable mass at the site of the pain, so often 
encountered in diverticulitis. Of course, that does 
not occur in all cases, but it might be well to bear 
in mind that patients having definite pains in the 
lower left quadrant of the abdomen, especially 
stout individuals, often prove to be a case of diver- 
ticulitis with a corresponding palpable mass. 


That brings to mind the fact that the use 
of the barium enema should be emphasized, and 
it should be used more often than it is now being 
used. In some of the larger clinics, not only of 
this country but in Europe, all patients manifest- 
ing pain in the abdomen are referred for a barium 
enema. 


Roentgen-ray examination offers the best method 
of diagnosis in diverticulitis. No doubt, however, 
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some few cases are being missed by the radiologist 
unless certain care is manifested. For instance, 
we may have several diverticula in the lower 
sigmoid that will not be visualized if the barium 
enema is administered with great pressure and 
with a long rectal tube. In such instances the 
enema should be made to flow in the bowel grad- 
ually and having it under absolute personal 


control where it may be momentarily stopped for 
observation. 


I think it is impossible for any roentgen radiol- 
ogist to make a diagnosis of diverticulitis from 
the roentgen-ray examination alone, because we 
are incapable of demonstrating inflammatory 
products, per se, but we offer with the roentgen- 
ray the best method of visualizing diverticula. 


Dr. C. P. Rutledge (Shreveport): I have some 
slides that demonstrate some of these cases very 
graphically, and I use both the barium enema and 
the barium meal. Barium meal will show more 
diverticula than the barium enema. There is no 
question about it. But the barium enema is of 
value especially in view of these acute conditions. 
In some of these conditions where you know you 
have an acute inflammatory condition with partial 
obstruction it is probably unwise to give barium 
meal, but you might be perfectly justified in using 
the barium enema. 


The first case I will show is one on which I was 
called early one Sunday morning when I was presi- 
dent .of our local society. “For God’s sake, come 
down quick, I have a left side appendix.” I went 
down. We gave a barium enema very carefully, 
and then we took him over to the roentgen-ray 
department and gave him the barium meal. 


(Slide) You will notice here marked spasticity 
in the sigmoid. He wanted to find whether his 
appendix was on the left or right side. The fluoro- 
scope and the plate shows us much better than 
the slide the appendix in the normal position, 
with no inflammation around it. He had very 
great spasticity in the sigmoid, probably diver- 
ticulitis, and we suggested that the patient be put 
to bed and a reexamination made at a later date. 


(Slide) Five days later we made another exam- 
ination after the man had been in bed on a 
starvation diet, or very bland liquid diet, and you 
see here a little pocket at this point. I might say 
that just previous to this examination the man 
evacuated about two ounces of pus by the rectum, 
probably a ruptured diverticulum, and with the 
barium enema we were able to find it five days 
after the man came in for observation. 


(Slide) Here is a case that my friend Dr. Bar- 
row won’t believe is so, diverticulum of the 
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appendix. It has not been proven. I don’t blame 
him for not believing it, but if he had seen it as 
I saw it I don’t think he would argue the point 


at all. I can get the appendix between the 
fingers. You can see two or three diverticula very 
distinctly. This is a case of chronic diverticulosis. 


I examined two local postmasters and did com- 
plete G-I examinations, and both had diverticulosis. 
I don’t know whether it is a postmaster’s disease 
or not. You see diverticula here. This is the 
appendix here and shows very nicely on the fluoro- 
scope and on the original film. 


(Slide) That appendix was down in the hernial 
sac. This is the case of another postmaster, using 
barium meal, and this was made seventy-two hours 
after the meal. There are any number of diver- 
ticula. Every one of these round specks repre- 
sents a diverticulum. This is the appendix here. 
These are not diverticula of the appendix here. 
They are scattered from the cecum right through 
into the rectum. I counted a little over 300 in 
that man’s colon. I never have seen a case on 
record which would anywhere near compare with 
it. The peculiar thing about it is that this man 
had no symptoms whatever. Several years pre- 
vious to the examination he did give a history of 
voluminous hemorrhage. He was kept in bed 
until the hemorrhage ceased and he made an un- 
eventful recovery. Previous to this examination, 
he had a similar attack, a hemorrhage from the 
rectum. He was put to bed and kept on liquids 
or all starvation diet for several days, and I ran 
this series of films. Even at the twenty-four hour 
film you can see any number of diverticula. 


(Slide) This is ninety-six hours after. You see 
nothing left but the diverticula. If we had gone 
ahead, we would probably have been able to show 
very few of the diverticula. You see any number 
in ninety-six hours after the barium meal. Here 
it is all around the rectum, and anywhere you 
look, you find them. That man is now apparently 
well. He had no other attack. He was put on 
some type of mineral oil which kept his bowels 
active. 


(Slide) In this case you see any number of 
diverticula scattered. This is the same man seven 
days after the first plate with the barium enema. 
You see, they don’t show nearly as well as with 
the barium meal. 


(Slide) This is a case of right-sided diverticu- 
litis. The surgeon said it looked very much like 
an acute appendix but he was afraid it wasn’t. 
He said he had a hernia. It probably wasn’t that. 
I made a complete G-I series on him and diver- 
ticula were shown on the meal film. These were 
made about three or four days ago. You notice 
here, it shows very plainly. Here is the sigmoid 
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over at the right; not on the left at all. The man 
looks as though he has two tranverse colons. He 
had nothing going up here in the left lower quad- 
rant where you expect to find the pelvic colon and 
sigmoid. Everything was pulled over to the right. 
The head of the cecum was fixed adherent to the 
sigmoid. You have the area of spasticity, the de- 
scending colon coming down here. You have the 
area of spasticity from here down to the rectum. 
Only by an ingested meal film could we show 
numerous diverticula. With the barium enema you 
can see the spasticity over the complained of area. 


With the barium meal, just a little appendix 
showed. I am quite sure he had an inflamed 
appendix, but it was mixed up with the diverticu- 
litis and was part of it. That man has been 
advised to have a resection from here down to the 
rectum. 


Dr. A. J. Thomas (Shreveport): Two points 
have been brought out by the discussionists con- 
cerning the radiological technic and the radiologic- 
diagnosis of this condition in which, as you will 
note, two competent radiologists give you different 
instructions. Dr. Barrow states do not use a 
barium enema. 


Dr. Barrow: Excuse me, I said you could use 
them but I said be careful. 


Dr. Thomas: Dr. Menville says to use them 
and gives the results of six months’ operations 
in the Mayo Clinic under the late Dr. Carmen 
who was one of the great radiologists of the world 
and a specialist in gastro-enterologic conditions. 


My idea of this thing is simply this: If your 
patients are ambulatory, in other words, they can 
come to your office, and you refer them to the 
radiologist, I think he should give the barium by 
mouth and later on check up by the enema. If 
your patient is bed-fast with probably a rigid 
abdomen, an acute surgical abdomen in other 
words, or something approaching that type, it is 
useless to argue. I don’t think there is any argu- 
ment present as to what the possibilities of 
mechanical irritation would be with the enema. In 
other words, in that type of case, I think the 
contrast meal should be administered by the 
mouth. 


One other point that Dr. Rutledge states was 
with regard to diverticulum of the appendix. I 
looked up the literature and it is rather rare. 
I thought I had such a case as that. It was an 
ambulatory case in which there were four circum- 
scribed areas of increased density within the lumen 
of the appendix which was dilated and very much 
elongated. After the appendix had evacuated, 
these four circumscribed areas were still present; 























in fact, they were present four days. I think it 
was the fifth day after ingestion of the contrast 
meal by mouth. 


The conclusions I gave to the surgeon was 
chronic appendix and multiple diverticulum, or 
diverticula of the appendix. At operation I saw 
the appendix. It was some eight inches long, a 
chronic appendix, and it had four fecaliths 
within it. 


I don’t see how anyone radiologically could 
differentiate that type of pathology or lesion 
from the diverticula. It is practically impossible. 
It is an operative case and no harm is done in 
your diagnosis. I just wish to stress that it looks 
like there is nothing in the practice of medicine 
that is 100 per cent correct. 


Dr. W. P. Lambeth (Shreveport): I want to 
say just a few words about the diverticula oper- 
ation that have not been mentioned, and that is the 
question of anesthesia. You know these patients 
are all sick. As a rule, they have been sick for 
some several days. 


There are two types of anesthesia appropriate 
to that type of surgery, I think, sodium amytal, 
and gas oxygen. By using sodium amytal in this 
type of patient we get what the surgeon wants. 
He wants a quiet patient, and he wants a quiet 
abdomen. By using sodium amytal as a pre- 
medication, we can give the patient nitrous or 
ethylene, ethylene with twenty-five per cent oxygen 
or nitrous with twenty. We have our carbon 
dioxide for any emergency that might come up. 


Certainly, in one particular hospital, the Meth- 
odist Hospital in Indianapolis, there wouldn’t be 
any question as to what type of anesthesia to use. 
It would be sodium amytal and gas. Over in 
Lafayette, Indiana, there would be no question 
about spinal. They give spinal. Either one of 
these anesthetics is the thing to use in that type 
of surgery. 


I remember a case I happened to see in Lafay- 
ette, Indiana, a child twenty months old. They 
thought the child had a ruptured appendix. It had 
been sick for about a week, and they thought it 
was an abscessed appendix. They could feel the 
mass in the side. The question came up about the 
anesthesia. It was discussed in a good clinic 
among the surgeons. I happened to be right from 
Indianapolis where they had been using sodium 
amytal, and they asked me to give sodium amytal 
and gas to this patient. After the patient came 
to the table, they found the pulse up to about 
150 and practically no blood pressure. The anes- 
thetist at this place happened to be particularly 
interested, and so was the surgeon, in spinal, and 
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it was decided to give this child spinal. We gave 
fifty milligrams of novocain in spinal fluid with 
twenty milligrams of ephedrin. We opened the 
abdomen and didn’t find the. abscessed appendix, 
but we found a fecalith abscess and diverticula, 
which necessitated resection of about ten inches 
of gut. The operation was only thirty minutes. 
The fellow took out the section of the intestine 
and the appendix, because the child was actually 
doing better under the anesthesia than when he 
went on the table. 


I think in this type of case I would recommend 
either sodium amytal and gas or spinal. 


Dr. B. C. Garrett (closing): I wish to express 
my appreciation of the liberal discussion that 
paper has had. 


There is only one point I might call attention 
to, the fact that when you get in there to resect 
the diverticulum, don’t look for a big pouch all the 
way because you won’t see it. The opening is usu- 
ally very small, but about the size of a knitting 
needle or the lead of a pencil. 





CHRONIC APPENDICITIS.* 
E. R. NOBLES, M. D., 
ROSEDALE, MIss. 


In presenting this subject for your con- 
sideration and discussion [I will only 
attempt to touch upon the more prominent 
features of this disease. My effort will be 
to correlate the few basic facts that might. 
be helpful in the problem of its diagnosis. 
and management. 


Recently certain observations have been 
noted and brought to our attention which 
seem to indicate that from forty to fifty 
per cent of the operations for chronic 
appendicitis find the patients unrelieved of 
their symptoms. These figures are calcu- 
lated to disturb the hitherto complacent 
attitude in the matter, and represent a 
challenge to us that they be improved. 


The causes of the poor showing are 
admittedly diagnostic, and insufficient ex- 
ploration at the operating table; and I will 
therefore give these two propositions chief 
consideration in the body of the paper. 





*Presented by invitation at Belzoni meeting of 
Delta Medical Society, October 8, 1930. 
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No one has yet risen to deny the fact 
that the acute appendix is the most crim- 
inally inclined of all the organs in the 
abdomen, and if permitted to remain after 
an attack it becomes a liability to the 
possessor, either directly or indirectly, in 
future gastro-intestinal troubles. Indeed, 
there is strong doubt in the minds of many 
that if after becoming acutely infected it 
ever entirely recovers. 


We know that this organ has anatomy, 
histology and physiology similar to the re- 
mainder of the gastro-intestinal tract in 
every detail, with exceptions only in that 
it has an abundance of lymphoid tissue 
implanted uctween the mucosa and sub- 
mucosa in early life, a blood supply out of 
proportion to its size, and a narrow lumen. 


That it has a minor part in the final 
digestive processes is accepted, and through 
its nerve supply it is intimately connected 
with the uother organs of digestion. This is 
why a disturbance in it may be registered 
in any of them, but particularly because of 
this innervation, epigastric discomfort is 
the most common referred symptom. 


In the realm of pathology so. far as its 
chronicity is concerned there is much still 
in dispute, for there seems to be no com- 
mon opinion, and much uncertainty exists 
among able pathologists and clinicians as 
to what this term chronic appendicitis is 
meant to imply. 


There are those in high places whose 
opinions are worthy of respect, who main- 
tain there is no pathologic basis for this 
disease and that it is wholly a myth. There 
are others of equal rank who insist that it 
is a left over from a previous acute in- 
flammation; an end-result rather than an 
active process. 


Others insist that the pathology repre- 
sents a manifestation of general abdominal 
disease of which the appendix is only apart 
and offer this as a reason why in certain 
cases removal of the appendix or gall blad- 
der, or both, does not relieve the symptoms. 


However, these opinions may be, there 
is abundant evidence from other equally 
notable investigators that the organ can, 
and does, become affected chronically and 
that the condition is often seen as a con- 
tinuing pathological process confirmed ex- 
clusively to the appendix. 


One suggestive evidence of this is the 
rapid pathologic change, in some cases 
over night, from the initial pain, in an 
acute attack, to gangrene, perforation and 
adhesions, with no history of a previous 
involvement. I can reconcile this observa- 
tion only with the idea that it was an 
acute attack superimposed upon an already 
chronically diseased appendix. There are 
those who believe that in all cases it is the 
chronic change which provides the soil for 
the acute infection. 


This is of interest chiefly from an 
academic viewpoint, but for those who 
admit its physiology and proneness to 
acute infection, and then deny to it the 
pathology incident to chronic change, are 
making of this organ a unique one within 
the system. 


We know that it exhibits chronic change 
in the presence of the tubercule bacilli, that 
it becomes affected with carcinoma and 
actinomycosis, that it has lymphoid tissue 
similar in many respects to the tonsil, 
and organ and tissue frequently affected 
chronically. 


It is therefore conceivable that a slowly 
acting bacterial irritant could find favor- 
able ground here for growth and develop- 
ment, and if drainage becomes interfered 
with through a partial blocking of the 
lumen by concretions, feceliths or foreign 
bodies, and through kinks or twists by its 
becoming adherent to adjacent organs from 
an extraneous infection. 


It would then require no wide stretch of 
the imagination to assume that a balance 
could be struck here as elsewhere in the 
body between invader and defender, serving 
as a focal point from which infection may 
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spread, or to produce mild toxic symptoms 
resulting ultimately in a fibrous degenera- 
tion with the possibility of the appendix 
becoming adherent to some distant organ. 


We also know that there is a likeli- 
hood of the discrepancy between the path- 
ological findings and the clinical symptoms 
persisting inasmuch as the appendix can 
remain symptomless and exhibit any or all 
of the pathological changes claimed for it; 
or continue to produce symptoms with 
none of them demonstrable. 


There is another source of confusion in 
trying to fix a certain group of symptoms 
upon one organ and naming the disease 
chronic appendicitis, when as a matter of 
fact many times other etiologic factors are 
involved in the production of these, and 
occasionally the disturbance that originated 
in the appendix is no longer dependent upon 
it by the time the patient presents himself 
for examination. 


A pathologic picture and a clinical pic- 
ture would not therefore indicate the same 
thing. As clinicians we are interested in 
this because of its bearing upon the mul- 
titude of symptoms frequently presented 
even by one patient for differentiation and 
serves as a warning to the numerous pit- 
falls in making the diagnosis. 


That the symptoms of this disease may 
be local, referred or general is a natural 
assumption when the application of the 
knowledge of its pathology has been made, 
but if there should be a demand for an 
orderly array of symptoms upon which to 
base the diagnosis it would be impossible 
to supply them, except to state that they 
are characterized by their irregularity as 
compared with signs of other abdominal 
disease. 


It might be said that for the most part 
these patients suffer from stomach trouble, 
pain, local tenderness as a rule, gas distress 
and indigestion; and that these symptoms 
may be due to three types of derangement, 
namely, mechanical interference with the 


intestines as a result of stasis, reflex dis- 
turbance manifested chiefly by pyloric 
spasm, and toxic absorption from the ap- 
pendix exhibited by the systemic signs that 
are often prevalent. 


The objective signs are concerned chiefly 
with the abdominal reflexes, many of which 
are extremely unreliable. Morris suggests 
that resonance in many cases is more 
pronounced on the right side as compared 
with the left side, and insists that this is 
due to a continued distention of the cecum 
and ascending colon caused by innervation 
fatigue reflected from the chronically 
irritated appendix. 


The history of one or more acute attacks, 
while greatly helpful, but which may re- 
quire the talent of a detective to uncover, 
is not absolutely essential to the diagnosis, 
and to try to avoid it unless such a history 
is obtainable is untenable as Larimore has 
recently stated for four reasons: 


1. That an acute attack is certain of 
diagnosis. 


2. That later it may be definitely diag- 
nosed from its history. 


3. That a history of an acute attack can 
of certainty be brought out. 


4. That chronic appendicitis is without 
exception a residual disease. 


But in the absence of a history of an 
acute attack either recent or remote, the 
diagnosis is made purely on circumstantial 
evidence, which our legal friends tell us is 
the best evidence obtainable if it can only 
be made strong enough, but in fixing guilt 
upon the appendix, I think the safest ground 
always is to assume its innocence until after 
2ll the possible complicating elements are 
thought of and ruled out in an honest and 
intelligent manner, giving especial con- 
sideration to those conditions that an 
abdominal section w‘.. not relieve, and 
in which such a procedure might prove 
harmful. 
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There are many of these that are rela- 
tively unimportant but should be thought 
of, and of the more important ones doubt- 
less first place is taken by the neuralgias, 
intercostal and costo-lumbar, given promin- 
ence by the recent work of Carnett and 
Boles; and their method of differentiating 
intra-abdominal and parietal tenderness is 
of value and should be used if there is any 
suspician of neuralgia in the lower inter- 
costal nerves. 


Pyelitis, right sided, and kinks or twists 
in the ureter on the right side should be 
given consideration, it often requiring cys- 
toscopy, ureteral catherterization, and pye- 
lography intelligently to rule these out. 


Arthritis of the spine, sacro-iliac strain, 
intestinal worms in children, afebrile and 
atypical malaria of the aestivo-autumnal 
type, tuberculous glands in the right iliac 
fossae all should be eliminated by measures 
appropriate to each. 


The visceroptotic with a pain in the right 
side due to the drag on the appendix and 
cecum, should generally be treated med- 
ically, watching especially for the type who 
presents a general constitutional asthenia, 
associated with a mucous colitis and ileal 
stasis. 


The surgical lesions most often confused 
with, or mistaken for chronic appendicitis, 
are chronic peptic ulcer and chronic chole- 
cystitis and undoubtedly in many of these 
cases the distinction is impossible. Cer- 
tainly in some cases a dual or even a triple 
diagnosis, while not so classical, comes 
nearer meeting the diagnostic problem. 


The lymphatic drainage from the ap- 
pendix and the possibility of transfer of 
infection through the portal system to the 
liver encourages the belief that a chonic- 
ally damaged appendix is often primary to 
ulcer and gall bladder infection. 


I believe in these cases the greatest single 
help comes from a complete and discerning 
history, emphasizing especially the in- 


fluence of food upon the pain and epigas- 
tric distress generally present and the kind 
of food causing the most discomfort. 


The next step is a well conducted physical 
examination of the abdomen, in which, of 
course, the personal equation plays a large 
part. A radiologic survey of the entire 
gastro-intestinal tract which should include 
cholecystography is certainly indispensable 
in many cases, though in offering indirect 
rather than direct evidence of disease in 
the appendix. Contrary to the opinion of 
some patients the radiologist should not be 
expected to make the diagnosis and direct 
the treatment. 


The diseases next to be distinguished be- 
cause of their frequency are those of the 
right uterine appendages which usually can 
be ruled out by the history of accentuation 
at the menstrual time, or by a vaginal dis- 
charge, together with a pelvic examination. 
A retroverted uterus will not infrequently 
cause pain in the right side due to the strain 
on the attachments of the cecum and ap- 
pendix, either because the prolapsed cecum 
is hanging on them or the ovario-pelvic 
ligament is pilling on them. 


A mobile tender cecum with, or without, 
coloptosis, if associated with ileal stasis 
can usually be determined by the radiologic 
examination. 


Incipient hernia should be thought of 
when confronted with pain in the right 
side, and other conditions are a mild 
chronic pancreatitis, carcinoma or tubercu- 
losis of the cecum, tuberculosis of the 
peritoneum, chronic diverticulitis and early 
psoas abscess, as well as certain abdominal 
adhesions. 


Of these but few can be diagnostic with 
any degree of certainty except by inspect- 
ing and touch, so when the diagnostic prob- 
lem is reduced to these we might well ob- 
serve the dictum “when in doubt operate.” 


Chronic appendicitis in children has not 
been given the attention that it justly de- 
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serves, and the lesion should always be 
suspected when there is a history of list- 
lessness, a capricious appetite, colicky pains 
at irregular intervals, with at times nausea 
and vomiting. 


If in addition there is a statement that 
the child cannot bear anything firm around 
his abdomen such as a belt, or seems to 
avoid rought games because of probable in- 
jury to the abdomen and the examination 
reveals tenderness over McBurney’s point, 
we may be reasonably assured that it is a 
case of chronic appendicitis. 


The diagnosis of this disease, as I have 
attempted to show, should in most cases 
represent the sum total of a careful clinical, 
physical, radiological, and laboratory ex- 
amination, judged conservatively with 
proper appraisal of each, for none of the 
symptoms and findings have unequivocal 
value. 


Undoubtedly in a large number of cases 
of chronic appendicitis seen early or before 
this low grade infection has caused damage 
in other organs, when the appendix is acting 
simply as a local irritant, or perhaps a point 
a focal infection, or from which is coming 
mild toxic symptoms, simple removal is fol- 
lowed with spendid results. 


In another type when there is a definite 
pathology in the appendix but in addition 
adhesions about the cecum, perhaps Jack- 
sons membrane or probably Lane’s kink 
with or without a ptosis of the cecum and 
colon, simple removal and the severance of 
adhensions and a fixation or plication pro- 
cedure best suited to the conditions found 
in the ptotic cecum or colon is followed 
with good results in all cases except those 
followed by formation of new adhesions 
unfavorably located for good bowel func- 
tion. 


A third type is that in which there is no 
evident pathologic change in the appendix 
beyond an obliterating appendix, but the 
damage has passed on to the gall bladder, 
stomach, or other abdominal organs. 


Simple removal in these cases, unless ac- 
companied by proper surgery to the other 
damaged organs, will in a very short time 
be followed by a recurrence of the symp- 
toms. 


A fourth type is that in the nervous 
patient, or in the visceroptotic, or the one 
who is passing or has passed into a state 
of chronic invalidism, when the kinked, 
twisted, adherent or oblitering appendix is 
only one episode in the general disable- 
ment, and it is in these patients in whom 
surgery alone does not meet the full therau- 
peutic program, for they need additional 
care; dietary, hygienic, orthopedic maybe, 
and often mental and social. 


Certainly it requires keen judgment in 
many of these to determine whether surgi- 
cal or mental treatment should be the first 
instituted. 


CONCLUSION. 


In cenclusion I will say that this paper 
on so important a subject is necessarily 
sketchy. It is intended as a sort of com- 
mentary on the salient features of this 
disease. 


One hope was to stress such features as 
would emphasize the dangers lurking in the 
fetish of pain in the right side as direct 
evidence of chronic appendicitis. That it is 
imperative to go about the diagnosis, not 
by a poke in the side followed by a conclu- 
sion, if there is a history of indigestion; but 
in a methodical manner before and not after 
the appendix is removed, if our results are 
to be improved. 


To beware especially of the neurotic with 
many pains distinguished by the multiplic- 
ity of their sites and the variety of their 
types, in whom if a diligent search be made 
will be found other evidences of the stig- 
mata of decline. 


Also the type common enough who seem 
to be alright except for the intimacy exist- 
ing between the cerebral cortex and the 
right iliac fozsa. 
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That it is essential to distinguish the 
surgical from the non-surgical lesions that 
might be mistaken for chronic appendicitis, 
and that once an operation is decided upon 
unless a long enough incision be made to 
inspect with the lease amount of trauma- 
tism all the abdominal viscera, the patient 
has had inadequate surgery. 


Note: To those interested in the subject of 
chronic appendicitis, I would recommend articles, 
pertinent to the subject, written by the following 
men: John B. Deaver, H. C. Royster, C. A. Murphy, 
J. B. Carnett and R. Boles, J. A. Larrimore, H. A. 
Koster, Arthur Hertzler, and R.T.Morris. These 
papers have appeared at various times in the Amer- 
ican Journal of Medical Sciences, Southern Sur- 
gery, Canadian Medicine, Southern Medical Jour- 
nal, New York Medical Journal, and the Journal of 
the American Medical Assoociation. 





ACUTE PERFORATION OF PEPTIC 
ULCERS.* 


C. WALTER MATTINGLY, M. D.,f 


NEW ORLEANS. 


Ninety-one cases of acute perforation 
of gastric and duodenal ulcers were ad- 
mitted to Charity Hospital (New Orleans) 
from January 1, 1926, to October 2, 1930. 
Seventy of these ulcers were located in the 
duodenum; the remaining twenty-one were 
gastric. Of the ninety-one patients, fifty- 
nine were white and thirty-two colored. 
Only two of the cases reported here occurred 
in the female. 


The cause of acute perforation is un- 
known. In the more recent literature, the 
etiology of perforation of peptic ulcers 
does not occupy much space. O’Flyn cites 
2 case which he says supports the theory of 
congenital predisposition to duodenal ulcer. 
The perforation was sudden in a boy four- 
teen years of age. 


According to recent studies by Meyer 
and Bram, over-distension of the stomach 
by food or manual exertion had compara- 
tively little to do with the actual rupture 





*Read before the Orleans Parish Medical Socie- 
ty, October 27, 1930. 

+Junior House Surgeon, Charity Hospital, New 
Orleans, La. 


in their series of sixty-two cases. On the 
contrary, eight of the ninety-one cases here 
reported perforated soon after eating a 
heavy meal or after drinking excessively. 


SYMPTOMS AND DIAGNOSIS. 


In seventy-five cases, this abdominal 
catastrophe occurred with an onset that 
was of startling suddeness. The picture is 
readily brought to mind by relating the 
story of a man who, while out in his lot to 
catch a mule, experienced a most excruci- 
ating general abdominal pain that caused 
him to drop to the ground in his own track. 
The man gave a further history of being 
so doubled up with pain that he had to be 
carried to his home. I have observed that 
a number of these patients complain of 
upper abdominal pain radiating to the pos- 
terior aspect of the neck. (A similar find- 
ing is present in ruptured ectopic preg- 
nancy). Pain in the neck or in one or both 
shoulders was present in thirteen of the 
cases reported here. 


It is surprising to note how infrequent 
vomiting is present in acute perforations 
of these ulcers when nothing is given 
orally. Thirty-three of the patients vomited 
previous to operation, but most of these 
gave a history of having taken purgatives 
or other medication previous to hospital 
admittance. 


In sixty cases, there was a past history 
of dyspepsia varying in duration from five 
days to fifteen years. The average duration 
was three years and seven days. The re- 
maining thirty-one patients gave no com- 
plaint previous to perforation. Of the 
seventy duodenal ulcers, 33 patients gave 
a history in keeping with such an ulcer; 
two others gave a gastric ulcer history. 
Of the twenty-one cases of gastric ulcers, 
six gave symptoms referrable to such 
ulcers; eleven did not; and two gave 
duodenal ulcer histories. 


Early in the picture, the patient 
generally presents an “agonized” look, a 
normal pulse, and a normal or subnormal 
temperature. Temperatures of forty cases 
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taken previous to operation averaged 


98.6° F.—the extremes being 101° and 
95.8° F. Sixty cases had a pulse rate that 
averaged ninety with the highest 132 and 
the lowest 59. 


Examination revealed a true board-like 
rigidity of the abdomen in fifty-one cases. 
This rigidity is particularly noted early 
after perforation; later the general picture 
is obscured by complicating peritonitis 
and meteorism. The presence of a pneumo- 
peritoneum was shown by diminished liver 
dullness in twelve cases. Roentgen-ray 
examination showed the presence of sub- 
diaphragmatic air in eight of the thirteen 
cases so examined. This roentgen-ray 
examination is of great importance in the 
diagnoses of early and late cases. 


Another very important procedure is the 
rectal examination. This showed in the 








majority of the cases a marked peritoneal 
tenderness in the region of the 
vesicle pouch. 


recto- 


The white cell blood counts of twenty- 
three patients taken previous to operation 
showed an average total of 15,495. The 
highest total white was 31,250 and the 
lowest 8,500. The poly morphonuclear leu- 
kocytes averaged 85.6 per cent with a high 
count of 91 per cent and a low count of 
75 per cent. 


The b‘ood .Wassermann was strongly 
positive in six and negative in sixty-eight 
cases. 

TREATMENT. 

Immediate 

recommended. 


surgical intervention is 


I am in full accord with Podlaha who 
pleads for the simplest operation, because 








Erect postero-anterior view of the lower chest and upper abdomen showing the presence of air beneath the diaphragm. 
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the indication is vital, not radical—sutur- 
ing the opening, covering with a flap of 
omentum, and cleaning out the peritoneum. 


Pannett, in his recent edition of surgery 
of gastro-duodenal ulceration, states that 
simple suturing has been done more 
frequently than any other operation. The 
other method of treatment described by 
Pannett is that of suturing together with 
gastro-jejunostomy. Deaver and Pfeiffer 
are quoted as being in favor of using this 
method in early cases with little shock. 


All of the ninety-one cases of this series 
were treated surgically. Eighty-seven of 
these cases perforated on an average of 
twelve hours and twelve minutes prior to 
surgical intervention, the extremes being 
two and seventy-eight hours. The time 
interval between perforation and treatment 
was unknown in the four remaining cases. 


The surgical approach on seventy-seven 
of these was through a high right rectus 
muscle splitting incision, and in nine 
through a right paramedian incision. In 
eighty-seven cases the ulcers were first 
cauterized and then sutured with paraffin- 
ized silk in all cases except one in which 
linen was used. In suturing the ulcer, 
purse strings or interrupted sutures were 
used. The raw surface was covered by 
means of Limbert sutures or an omental 
flap, when the latter was available. In 
some instances, both were used. Two cases 
were treated by simple closure with pylor- 
oplasty; another by closure and append- 
ectomy; and the remaining one by closure 
and enterostomy. We have yet to find 
where simple closure of the ulcer in this 
manner caused marked encroachment upon 
the lumen. All roentgenograms, that is 
gastro-intestinal series, taken post-opera- 
tively failed to show any gastric retention 
at the end of six hours. 


Following the above closures, the peri- 
toneal cavity was cleaned as far as possible 
with the suction apparatus. All but six 
cases were drained. The drains of the first 
cases of the series were placed in the 


region of the perforation; but, now when 
drains are used, they are generally placed 
so that one is in the right subphrenic fossa 
and another in the subhepatic fossa 
(Morrison’s pouch). In the last two cases 
of this series, the peritoneal cavity was 
cleaned out as much as possible with the 
suction apparatus and five hundred to one 
thousand cubic centimeters of warm, 
sterile, normal saline placed in the ab- 
dominal cavity. This fluid content was then 
aspirated and the abdomen closed without 
drainage except for a smaller rubber tissue 
used to drain the subcutaneous area. I now 
use rubber tissue to drain the subcuta- 
neous area due to the fact that thirty-four 
cases in this series had infected wounds 
post-operatively. 


Abdominal fluids taken for bacteriologi- 
cal study were negative for organisms in 
thirty-seven of the forty-six cultures made. 
Of the nine that were positive, four cul- 
tures were positive for staphylococcus and 
streptococcus; two for colon bacillus; one 
for streptococcus; one for staphylococcus, 
streptococcus and colon bacillus; and one 
for colon bacillus and pneumococcus. 


The anesthetics used were: ether in 
sixty-seven cases; local, six; spinal, six- 
teen; local and ether, one; and spinal and 
ether, one. Of late, spinal (novocain) has 
been used in the majority of cases with 


good results. 


Orders for the average case for the first 
twenty-four hours post-operatively were: 


Nothing by mouth for forty-eight to 
seventy-two hours for the first cases of this 
series. Of late, tap water has been allowed 
in small amounts, from twenty-four to 
twelve hours up to immediately after 
the patient reacts. The average elapsed 
time before fluids were given by mouth for 
the entire group was thirty-one hours and 
fifty-four minutes with a maximum wait 
of ninety-five hours and a minimum of 
zero, that is fluids immediately. 


Give by hypodermoclysis 500 c.c. normal 
saline and 500 c.c. 10 per cent glucose 
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every eight hours and thereafter twice 
daily for two or three days. In eight cases, 
one to eight infusions were resorted to 
during the post-operative treatment. 


Loosen drains (if any) daily and remove 
after seventy-two hours. Remove subcuta- 
neous drains in thirty-six hours. 

Elevate head of bed twelve inches. 


Give morphine sulphate in adequate 


dosage for rest. 


Pass Jutte tube and allow same to drain. 
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LATER TREATMENT. 


After the first day, water, strained 
soups, fruit juices or cold drinks were 
given in small amounts up to about the 
third day. A modified Sippy diet was 
started on the third to the seventh day; 
and Sippy diet powders began on the 
seventh to the thirteenth day. 


Nine transfusions were given in this 
series. 


A heat tent was used over the abdomen 
in a few of the cases. 








2. Erect lateral view of the lower chest and upper abdom en showing the presence of air beneath the diaphragm. 
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The complications that developed in this 
group of ninety-one, other than those men- 
tioned under the causes of death were: 
uremia, 1; diarrhea, 3; eviseration, 2; 
pneumonia, 4; second acute perforation, 1; 
general peritonitis, 1; and gastric hemor- 
rhage, 1. 


The average stay in the hospital, exclu- 
sive of those dying in the hospital, was 
24.5 days—the longest 84 and the shortest 
11 days. 


Four of the patients returned later and 
gastrojujenostomies were performed. 


In the series there were thirteen deaths, 
a 14.2 per cent mortality. 


The causes of death and the duration of 
life fol'owing primary operations are as 
follows: 


1. Perforated gastric ulcer, subdi- 
aphragmatic abscess, pleurisy with effusion, 
tertiary syphilis; forty days. 


2. Acute perforation of gastric ulcer 
and general peritonitis; four days. 


3. Acute perforation of gastric ulcer; 
three days. 


4. Acute perforation of gastric ulcer in 
a morphine addict (twelve grains daily) ; 
sixteen hours. 


5. Anesthetic (ether) ; three hours. 


6. Ruptured duodenal ulcer and general 
peritonitis; thirty-five hours. 


7. Perforated gastric ulcer, subphrenic 
hematoma, right empyema and toxemia; 
eighty-three days. 


8. Perforated gastric ulcer, pneumonia, 
and chronic myocarditis; seven days. 


9. Acute perforating duodenal ulcer, 
probable peritonitis and syphilis; forty-six 
days. 


10. Ruptured duodenal ulcer, general 
peritonitis and acute nephritis; seventy- 
eight hours. 


11. Acute perforation of duodenal ulcer, 
and general peritonitis; thirty-six hours. 


12. Ruptured gastric ulcer, subdia- 
phragmatic abscess, local peritonitis, acute 
u'cerative gastritis, acute myocarditis, 
acute nephritis and cirrhosis of the liver; 
fifteen days. 


13. Acute perforation duodenal ulcer, 
peritonitis; three days. 


The average elapsed time between per- 
foration and the time of operation in 
twelve of the above deaths was 22.8 hours. 
In the remaining case the time could not 
be determined. 
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DISCUSSION. 


Dr. Urban Maes (New Orleans, La.): Dr. Mat- 
tingly has presented such an unusual series of 
cases, 91 instances of perforated peptic ulcer, 
that there is little to add to the discussion. It 
may not be amiss, however, to emphasize one or 
two points. In the first place, it is generally 
agreed that this is a condition which is almost 
uniformly and inevitably fatal unless it is recog- 
nized and recognized promptly; the mortality is 
exactly proportionate to the promptness or the 
delay of diagnosis. In this series the average time 
of operation after perforation was 22 hours, and 
the mortality was 13 per cént. This is really an 
extraordinarily good showing if we consider the 
type of patient concerned and the additional fact 
that many of them came from the country, and 
so were not operated on until peritonitis had been 
added to the original complication and there was 
a dual condition to be dealt with. 


From my own experience and from the sta- 
tistics of the hospitals with which I am connected 
I would say that only about 6 per cent of these 
patients fail to give a history of pre-existing gas- 
tric disturbance. The number in which the first 
manifestation of an ulcer is its perforation is 
relatively very small. Diagnosis is correspond- 
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ingly simpler when such a story can be elicited. 
Moreover, the symptoms are characteristic, very 
sudden pain, very violent pain, and prompt, board- 
like rigidity. When such pain and such rigidity 
are present, even if corroboration is lacking, sur- 
gical intervention is both justified and demanded: 
it is better to open an abdomen unnecessarily than 
to fail to intervene in a patient with a real per- 
foration. 


It is rather generally the custom to speak of 
these patients as being in a state of shock. As a 
matter of fact, shock is a particularly bad word 
to use in this connection, because, in its strict 
surgical sense, at least, it is not present. Shock 
implies a low blood pressure and a rapid pulse, 
and these are never manifested in the early stages 
of a perforation. The pulse rate, as a matter of 
fact, is a most misleading thing in these cases; 
the fast pulse so characteristic of abdominal dis- 
asters is never present until hours later, some- 
times eight hours later, and then it indicates peri- 
tonitis and not perforation. If we wait for the 
pulse rate to change before we intervene, we shall 
lose many patients. 


The majority of cases in this series were at 
least 12 hours old, and many of them had gone 
even longer. Therefore excellent judgment was 
shown in simply closing the perforation and not 
attempting the more radical procedures which 
would have been justified if the patient had been 
seen earlier. When peritonitis is present, the 
least that can be done is the best. If such cases 
are seen within two or three hours of perforation, 
then closure of the ruptured ulcer, plus gastro- 
enterostomy for the relief of symptoms, is justi- 
fied. Mere closure of the perforation is a life- 
saving measure, but it seldom terminates the 
trouble. It is rather difficult to prove this fact 
in the type of patient handled at Charity Hospital, 
for the follow-up is inadequate if it is done at 
all, but my impression from my private work is 
that usually a recurrence can be expected at the 
end of three months. When this happens, we may 
regret our conservatism, but it is unquestionably 
wiser, even if it means a second operation later, 
for in the face of peritonitis only the most neces- 
sary surgery is warranted. 


I am‘not criticizing Dr. Mattingly’s procedure 
when I say that I do not care to drain the ma- 
jority of these cases, though his statement that 
the abdominal fluids were sterile in the majority 
of instances proves my point. Many perforations 
occur on an empty stomach and “he contents of 
an empty stomach are nearly always sterile; we 
are, therefore, dealing with chemical and not 
bacterial factors, and in my opinion the indication 
for drainage does not exist. When the pylorus is 
occluded by carcinoma, for instance, or when per- 


foration has occurred with a full stomach, the 
situation is different, but when the stomach is 
empty or nearly empty, we are safe in assuming 
that the gastric contents are not contaminated, 
and the majority of these cases are better off 
without drainage. 


Dr. Mattingly is to be congratulated on the 
presentation of an unusual and very interesting 
series of cases, and on the remarkably good judg- 
ment that must have been displayed to produce 
a death rate of only 13 per cent in patients who 
had perforated on an average 22 hours prior to 
operation. 


Dr. Mattingly (closing): I appreciated the dis- 
cussion immensely. There is one point that should 
be stressed and that is immediate surgical in- 
tervention. I now take these cases directly from 
the Admitting Room to the Operating Room, doing 
the blood work and roentgenograms on the way. 
This series of cases was handled by the Resident 
Surgical Staff. 





HAY FEVER A SPECIALTY.* 
W. P. LAMBETH, M. D., 


SHREVEPORT, LA. 


In the treatment of hay fever one is 
confronted with many scientific problems. 
These problems, as in all branches of medi- 
cine, lead to endless amount of work, study 
and research. In fact, the field is so wide, 
literature so limited and the sections of the 
country so varied as to climate and flora, 
it becomes an individual problem in every 
section of the country. The one doing this 
work is forced to do experiments, research 
and surveys in, and about, his locality 
before he can exercise any judgment as to 
the treatment, test and diagnosis of this 
disease. In order to comply with these re- 
quirements, one has to keep abreast with 
the progress of internal medicine and allied 
branches. He must have a working knowl- 
edge of the animal and plant life in the 
community in which he wishes to practice 
this specialty. 


The men who are getting results in the 
treatment of hay fever and allergic dis- 
eases are the ones who have devoted most 
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time to the study of this disease, and the 
physician who has the time and patience 
to devote to each individual patient (any 
one suffering with hay fever is an in- 
dividual problem) as to his history and 
symptoms will most nearly arrive at a cor- 
rect diagnosis. But he must have a funda- 
mental knowledge of allergic diseases and 
keep up with the ever progressive stride of 
medical education, and have a working 
knowledge of the reaction of food and ani- 
mal emination when entering the human 
body. It is necessary to have at his disposal 
a botanical survey of the plant life of his 
particular area as well as a chart showing 
the pollen in the air at all seasons. This 
data can be obtained from United States 
Weather Bureau or by personal observation. 


Without this kind of data we are going 
to meet with faijures and disappointments 
in the diagnosis 'and treatment; naturally 
with these disappointments go criticisms 
both from the patient and doctor, which in 
turn have their reactions on ‘the public, 
and which throw a damper on the fellow 
who is trying to develop the field and put 
it on an educational plane. 


You will note that the subject of this 
paper is “Hay Fever a Specialty.” After 
five years of personal experience, intensive 
research and study of individual cases, 
some of which respond readily to treat- 
ment, others I have found very obstinate; 
especially so if not carefully tested and 
thoroughly treated, and from this experi- 
ence I feel justifiable in stating that this 
trouble is not an ordinary condition and 
should be hand'ed by one with considerable 
experience. For the sake of simplicity I 
am going to classify the subject in two 
headings. 1. Hay-fever due to pollen; 
2. Hay fever due to other causes. In 
making this classification I do not wish to 
create the impression that pollen hay-fever 
is sharply differentiated from other types, 
because it is a fact that a great percentage 
of patients sensitive to pol!en are also sensi: 
tive to other substances. At present, the 
physio-chemical reaction of the materials 
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that cause hyper-sensitiveness in indivi- 
duals is not so clearly understood that we 
can make a sharp differential classification. 
I do want to emphasize that the whole field 
of allergic diseases as to cause, symptoms 
and treatments must be considered before 
attempting any classification. 


I will not take up your time in going into 
the various branches of hay-fever and aller- 
gic diseases, but will consider only what we 
call hay-fever proper, or hay-fever due to 
the pollen of plants, as there are certain 
seasonal variations in the pollination of 
plants. I make the following classificat‘on: 


1. Winter—pollen from trees as cedar 
and elm. 


no 


Spring—a. Trees—oak, box elder, 
cotton wood, elm, walnut. 


b. Grass—blue grass, orchard grass, 
timothy. 


c. Weeds—red sorrel, lambs quarter, 
dacar. 


3. Summer — grass — Johnson grass, 


Bermuda grass and a few weeds. 


4. Fall—rag weed group. Most import- 
ant of these giant, short, marsh 
elder, cocklebur. 


In making this classification as to the 
study of hay-fever and treating the 
diseases, it is supposed that one knows 
enough about botany to differentiate some 
of the families of grasses and weeds and 
be able to locate certain weeds in a group 
or family. One a!so must know the geo- 
graphic distribution of these plants and 
their time of pollination, as well as when 
and how to gather po!len for treatment. It 
is also necessary to know how to plate and 
count pollen from the air and how to dif- 
ferentiate the pollen. These facts require 
quite an extensive botanical survey and it 
is almost impossible for an individual prac- 
ticing medicine to accomplish this single 
handed, but with the aid of an able botanist 
he can in time assimilate all the data neces- 
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sary to make the next important step—a 
diagnosis. 


In order to arrive at a diagnosis it will be 
necessary to mention certain points of tech- 
nic which I classify under the following 
headings: 1. Patient’s history; 2. botani- 
cal survey; 3. skin test; 4. reproduction 
of the disease. Under patient’s history, 
I try to get (a) fami'y characteristics; 
(b) symptoms of the disease; (c) season 
and duration of illness. Botanical survey— 
I determine (a) the plant life in the com- 
munity from which the patient comes, (b) 
season of pollination and pollen found in 
the air. Skin test should be made after 
this information is determined and tested 
only with substances found to be present at 
the time patient has symptoms. This state- 
ment refers only to pollen. Food and ani- 
ma! emination is dealt with separately, de- 
pending on history of patient. The disease 
may be reproduced at any time by bringing 
patient in contact with the substance found. 
From this technic the diagnosis is fairly 
simple, because from the history and symp- 
toms I know the patient has hay-fever, also 
the season of the year the patient suffers, 
and I know certain plants pollenating at 
that time. This information being the key 
to my diagnosis, I proceed to make the test 
with pollen found in the air at that season 
and from the plants growing in the locality 
and pollenating at that time. For instance, 
I have a patient in Shreveport giving a his- 
tory of hay-fever during the months of July 
and August. From experience I know that 
Johnson grass is pollenating and can plate 
it from the air during this season. I pro- 
ceed to make a skin test with Johnson grass 
pollen and get a 3 plus reaction with the 
usual area of hyperemia, a raised center 
with pseudopods, and can produce the 
disease by mopping the nasal cavity with 
some of the pollen; therefore I say that this 
patient is sensitive to Johnson grass 
pollen and most likely her trouble is due 
entirely to this cause. 


After the diagnosis has been established 
by the e’iminative technic it will be wise 


to 
on 


to consider the treatment under the follow- 
ing headings: 1. Pollen extract. 2. Ultra 
vio'et radiation. 3. Drugs. 4. Surgery. 
Since the illness is due to Johnson grass, 
I make a 5 per cent stock solution in gly- 
cerine and saline. From the stock solution, 
dilutions for treatment are made, which 
run from a 5 per cent so'ution to a 1-50,000 
solution. Also I find the patient is sensitive 
to, say three weeds of the same family, 
reactions running 1 plus, two plus, three 
plus, I make a 5 per cent extract of each of 
the three pollen and make a solution in pro- 
portion, as—1 c.c. of one plus, 2 c.c. of two 
plus, and 3 c.c. of three plus, then make 
from this percentage mixture dilutions for 
treatment. 


The technic of treatment with pollen ex- 
tract requires close personal observation 
of your patient. In the first place we are 
dealing with a powerful drug insofar as 
this individual is concerned. In the second 
place you must have such a drug if you 
expect to get any appreciable relief. The 
theory of this treatment is to build up the 
resistance in your patient with your pollen 
solutions to a higher degree than the 
patient meets with normally. If you can do 
this and your pollen extract contains all the 
pollen the patient is sensitive to, you can 
expect relief. You need not expect relief 
if you use the 15 dose drug store package. 
The treatment should be given in increas- 
ing dosage every other day, but you must 
remember that the dose today depends on 
reaction of previous dose. There are sev- 
ral factors at this point to be considered, 
and can be determined only by personal 
observation of your natient, a knowledge 
of the reactions of pollen extract and your 
pollen chart. A high pol’en count and a 
four plus reaction from previous treatment 
will caut’on you as to the increase in dos- 
age. 


Ultra violet radiation, in my opinion, will 
help the cause and should be used both 
local y and general. This form of therapy 
is not thoroughly understood but is being 
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used with considerable relief to the patient ; 
I believe only symptomatically. 


The question of drugs will have to be con- 
sidered (1) because drug therapy in pre- 
vious years has always made the patient 
worse. (2) Because only a mild oily pre- 
paration should ever be used in the nose. 
(3) Because it is necessary at times to use 
such drugs as adrenalin, ephredin and 
atropin for symptomatic relief. 


Surgery—lIn recent years the tendency 
of most rhinologists has been to get away 
from nasal surgery in hypersensitive indi- 
viduals. Nasal surgery on these patients 
frequently leads to more pronounced symp- 
toms with permanent anatomical and patho- 
logical lesions. The anatomy and physi- 
ology of the nose is very essential to the 
human body and should be left intact. We 
have our nerves of the sense of smell, our 
blood vessels and epithelial cells for warm- 
ing and moistening the air that enters the 
lungs. Anything that tends to impair this 
function leads to more pronounced symp- 
toms of the disease and often with an exten- 
sion of the trouble into the bronchial tree 
and asthma. 


The old saying, “The doctor buries his 
mistakes,” does not work here. In spite of 
their suffering and agony these asthmatics 
do not die, but continue calling on the doc- 
tor for relief, and mostly at late hours of 
the night. They continue their faithful 
treatment with their doctor until all sym- 
pathy is lost, when they seek relief from 
the various advertisements and quacks. 
These individuals finally settle on some nos- 
trum for relief and continue blaming the 
surgeon for their troubles. 


It is not uncommon for an asthmatic to 
give a history of a mild type of hay-fever 
for a few weeks in summer prior to oper- 
ative procedure, but after the nose oper- 
ation the hay-fever became worse, and 
asthmatic attacks begin to occur at any sea- 
son of the year. But in spite of these con- 
ditions we find patients where surgical 
treatment is necessary. In chronic cases 


where the secretions are being dammed up, 
allowing bacteria and pus to enter the sin- 
uses, Wwe must have drainage. Any further 
surgical procedure often times leads t» sc v- 
row. 


In conclusion will say that since you have 
learned the fundamental principles of hay- 
fever, having given the subject a thorough 
consideration, as to the study of botany and 
the distribution of plants, the methods in 
which pollen may enter the human body 
and the interpretation of the skin test. 
Having fixed in your mind the basic prin- 
ciples of allergic diseases and the differen- 
tial diagnosis of internal medicine, you 
should have as good results in treating hay- 
fever as any other branch of medicine. But 
to attempt to treat hay-fever without obtain- 
ing this information you are bound to meet 
with disappointment which will cast an- 
other shadow over this field—“Hay Fever a 
Specialty.” 

DISCUSSION. 

Dr. B. G. Efron (New Orleans, La.): I entirely 
agree with the absolute necessity of a pollen sur- 
vey before doing anything with hay fever. We 
have found in a pollen survey of New Orleans 
started two years ago and finished now the pre- 
valence of a tremendous number of weeds, some- 
thing like fifty grasses and other weeds. In New 
Orleans we have very little frost and pollens can 
cause hay fever in all seasons of the year. 


However, I have personally found after rather 
an extensive experience with hay fever that the 
skin tests are often unreliable, and in a paper 
about to be published I have devised an entirely 
new method which the essayist has discussed, 
namely, the nasal method. We believe we have 
definitely proven that the skin tests while valuable 
in some instances are practically useless in many 
other cases. 


For example, in the series of twenty continuous 
cases of fall hay fever we have found that marsh 
elder in only one instance produced hay fever 
symptoms when dry pollen was sprayed in the 
nose, whereas the skin reactions were often posi- 
tive. Cockelbur produced symptoms to a mild 
degree in only thirty-three and one-third per cent 
of the cases, but in all cases except one it pro- 
duced symptoms in individuals who reacted mark- 
edly with ragweed pollen. 


Furthermore, usually whenever an individual 
reacts to one ragweed, he reacts to the other rag- 
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weed. We found in this series of cases that nine- 
teen out of these twenty who reacted to ragweed, 
reacted to one as well as the other, but in one 
case the individual reacted only to the large rag- 
weed and did not react to the small ragweed. In 
only two cases were we unable to reproduce symp- 
toms in individuals who have seasonal hay fever. 


We have used an adequate number of controls, 
and we know that pollen sprayed into the nose of 
a normal, not hypersensitive individual will not 
produce hay fever symptoms. Allergic patients 
are sensitive to the things that are innocuous to 
the great number of people in the community. 


Another point brought out by the essayist is 
the question of treatment. Many allergists be- 
lieve that if you use one grass it will protect 
against all grasses. There is no doubt that col- 
ateral protection exists, but I believe that the best 
results will be obtained when specific antigens 
are used. 


Also, we have found that although the skin tests 
can give a three plus to Johnson grass, two plus 
to Bermuda, and one plus to wormwood, if you 
spray the pollen you find the wormwood may give 
the symptoms and the other two pollens do not 
give symptoms. 


Results have so far been very encouraging, and 
I believe that the amount of relief given justifies 
further research on this ever increasing problem 
because it is becoming a question of tremendous 
importance. 


Dr. Martin (Donaldsonville, La.): Hay fever, 
in my humble opinion, is a case where we have the 
cart before the horse by using pollen injections 
in the treatment. I don’t believe there is a single 
case of hay fever that does not have an infection 
or an obstruction in the nose before they have 
hay fever. I heartily disagree with the doctor 
on the surgical treatment of hay fever. 


Being on the staff at the Charity Hospital on 
ear, nose and throat, just across the hall from 
Dr. Thiberge, I have the opportunity of seeing hun- 
dreds of cases of hay fever, and I have yet to see 
one single case of hay fever where I did not see 
pus trickling down from some of the sinuses of 
the nose. If these sinuses are properly cleansed 
and the infection is gotten rid of, you are going 
to get rid of your hay fever, and if you don’t do 
that you are not going to get rid of your hay 
fever. You will have it as long as you live regard- 
less of how many pollen injections you take. 


Why not try to clean the sinuses out as they 
should be cleaned? There is where the problem 
lies. We operate on them and operate on them, 
and they come back to us with the hay fever. We 
relieve them. Some cases we cure. Those where 


they are able to clear up the infection are cured, 
but in my opinion if the infection is not cleared 
up either by treatment or operation the hay fever 
will never be permanently cured by pollen in- 
jection. Being personally a sufferer of hay fever, 
I know I have an obstruction in the nose; I know 
I have a sinus infection. When my sinus flares 
up, my hay fever starts. I have taken the treat- 
ment. It gives me relief, but it certainly will 
not cure me if I don’t get rid of the sinus infection. 


Dr. R. McG. Carruth (New Roads, La.): While 
I have never specialized alone the lines indicated 
in the treatment of hay fever, yet as a general 
practitioner for half a century, I have noted its 
steady and uninterrupted growth and spread. 
Whether in various individuals, it be due to pollen 
or to emenations from s many different things, 
stables, chickens, and other animals that we have 
an idiosyncrasy for, I believe the main fault lies 
with the patient. That makes me agree, to a great 
extent, with Dr. Martin, who just preceded me. 


A little more than ten years ago I read a paper 
in this city on the subject of race degeneration. 
I said in that paper that the genus homo, especially 
the white race was going the way of the Egyptians, 
the Babylonians and the Sumerians. Very recent- 
ly, Mr. Stanton Coblentz, in his work, The Decline 
of Man, says that we are going the way of the 
dinosaur, the ichthyosaur, the tyrannosaur, the 
sabre toothed tiger and other extinct animals that 
have outlived their usefulness according to the 
great scheme, and lost their ability to adjust them- 
selves to changing conditions. There seems to be 
something in every race, in every species, that 
has within it that which makes for its own destruc- 
tion. By our rapid advances the last few years, 
due to our inventive genius and our wonderful 
scientific achievements, our civilization has built 
up a vast machine, mechanical and industrial, the 
various parts of which have been adjusted so 
thoroughly to themselves that they move with the 
accuracy of a Swiss watch, but we have signally 
failed to adjust ourselves to this machine. The 
social order has fallen to pieces and we are awak- 
ening to the fact that we have constructed a great 
Frankenstein monster that is turning upon us and 
devouring us. 


Whether there is a way out, I do not know. I 
believe if there ever is a cure discovered, or an 
amelioration for hay fever, it will be along the 
lines indicated by the science of endocrinology. 
We have outrun our endocrines; we seem to have 
reached a senescent stage, and unless we inaugu- 
rate most radical changes in our habits of life, a 
complete reorganization of our industrial, com- 
mercial, educational and social systems, our civili- 
zation is wrecked and the final doom of the white 
race is assured. 
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Dr. W. P. Lambeth (closing): In listening to 
this discussion on hay fever, I agree with all these 
fellows that it is a very difficult thing to work out. 
Some fellows have different ideas as to technic. 


The first fellow mentioned that the skin test 
wasn’t of much value. I say there is no one thing 
in hay fever that is of much value in diagnosis. 
Remember what I told you, study all this question 
of hay fever, and allergic disease, and all the tests 
and researches that you have, and you will eventu- 
ally come to a diagnosis. 


I will say this, too: Once you have any condition 
of the nose that is considered more or less of a 
serious pathological condition, I don’t believe that 
nose ever gets 100 per cent well. The only cases 
that I have condemned are those on which the sur- 
geons have operated on the nose. 


I will read you this point: “It is not uncommon 
for an asthmatic to give a history of a mild type of 
hay fever for a few weeks in the summer prior to 
operative procedure, but after the operation on 
the nose the hay fever became worse. The asth- 
maticks attacks began to occur at any season of the 
year, but in spite of these conditions we find a 
patient where surgical treatment is necessary, and 
I recommend only drainage.” 

Dr. Martin: Have you ever seen a case of hay 


fever get entirely well? 


Dr. Lambeth: I just made that point, that I 
never have. 





NON-UROLOGIC SYMPTOMS DUE TO 
URINARY LESIONS.* 


E. WEINER, M. D. 


ALEXANDRIA, LA. 


How often the urinary tract is over- 
looked in the consideration of intra- 
abdominal symptoms is made clear when 
we observe (1) that in a series of 50 cases 
reported by Hunner, 34 had been operated 
previously, and of these 27 were not re- 
lieved of their symptoms. Four of the 27 
had each had three operations, without 
improvement. Walther reported a series 
of 13 cases, 9 of whom had been operated 
previously for various complaints, 5 of 
them twice, without relief. There are 
others who report similar experiences. 
One is almost certain to miss, in many 
vague abdominal cases, the proper diag- 
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nostic trail unless both the frequency of 
the lesion and the protean manifestations 
are constantly borne in mind. One rarely 
recognizes a thing about which one does 
not think or for which one does not seek. 


Some of the lesions, symptoms of which 
may be very confusing with other intra- 
abdominal conditions, are the following: 
Stricture of the ureter; ureteral kinks 
(due to inflammatory bands and nephrop- 
tosis) ; obstruction caused by pressure on 
the ureter by abnormally placed vessels 
(aberrant vessels); ureteral and kidney 
stones; hydronephrosis; all infections of 
the urinary tract such as pyelitis, pyelo- 
nephritis, pyonephrosis, perinephritic ab- 
scess, ureteritis, cystitis, etc.; movable 
kidney; tumors and tuberculosis of the 
kidney; polycystic disease of the kidneys; 
and others. 


As an explanation of some of the con- 
fusing symptoms to which lesions within 
the urinary tract may give rise, we should 
remember that embryologically the urinary 
tract from the kidney to the urethra is 
one continuous tube; that the innervation 
of this tract is derived from the sympa- 
thetic system and is in intimate associa- 
tion with the nerves supplying practically 
all organs within the abdominal and pel- 
vic cavities (2). These simple facts serve 
as a basis of explanation for the fre- 
quency with which urinary lesions may be 
confused with symptoms which seem to 
arise from other organs. The pain of 
renal or ureteral stone reflected to blad- 
der, testicle, or penis, is the common 
knowledge of all; by the same token any 
urinary lesions other than stone may be 
and often is mirrored in bladder, urethra, 
or one of the pelvic or abdominal organs. 
Vesical frequency or irritation no more 
connotes vesical inflammation than does 
nausea or vomiting indicate gastritis. 


One of the very frequent conditions of 
the urinary tract which is often overlooked 
is stricture of the ureter. This is a com- 
mon pathological condition that should be 
of interest to every medical man. Patients 
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suffering with this lesion are frequently 
seen by every active physician, whether he 
be engaged in general medicine or one of 
the specialties. Usually these patients 
first consult the family physician. 


The symptoms of ureteral stricture or 
other ureteral obstruction are very vari- 
able but pain in the abdomen or back 
and frequency of urination and dysuria 
are the most frequent complaints. So 
many of these cases are referred to the 


general surgeon because the symptoms 
may simulate exactly those of appendicitis 
or gall bladder pathology, or other surgi- 
cal condition of the abdomen. Often the 
pain is in the pelvic region and is asso- 
ciated with low backache and dysmenor- 
rhea, and so many of these cases go to the 
gynecologist. Stricture patients usually 
have an exacerbation of symptoms during 
pregnancy and obstetricians have to deal 
with the conditions. Again, the gastro- 
intestinal disturbances are the most promi- 
nent features and the patients are sent to 
the gastro-enterologists. Pain due to 
ureteral stricture is often referred to the 
sacro-iliac, hip, and thigh regions, and 
therefore the advice of the orthopedists is 
sometimes sought. The ophthalmologists 
are often called upon to relieve headache, 
which is frequently a common complaint. 
Neurologists see many of these patients, 
who after a long period of suffering have 
developed neurological symptoms. 


It is sometimes possible to make a ten- 
tative diagnosis of ureteral stricture or 
other ureteral obstruction from the history 
and physical findings; but, the ultimate 
diagnosis must, of course, be made by 
cystoscopic methods with the use of the 
roentgen-ray (3). The manifestations of 
this condition as those of many other 
urinary lesions are so varied that when- 
ever one is in doubt as to the exact diag- 
nosis of an abdominal or pelvic complaint, 
recourse should be had to a complete uro- 
logic investigation for the purpose of at 
least ruling out a possible urinary lesion. 


In infants, as in adults, urinary stasis 
predisposes to, and perpetuates infection 
of the urinary tract. Stasis is predomi- 
nantly the result of obstruction, and in 
infants the majority of urinary obstruc- 
tions are found along the course of the 
ureter. 


The clinical picture is varied and is 
quite apt to be misleading. Lumbar pain, 
loin ache, renal colic, hematuria, dysuria, 
and frequency are uncommon, or are at 
any rate, symptoms difficult to elicit and 
evaluate in children. Commonly, the clini- 
cal picture is that of so-called “acute pye- 
litis,’” complicated by an upper respira- 
tory infection, or a gastro-intestinal upset. 
Without repeated urinalysis and usually 
a urologic study, a diagnosis cannot be 
made. From the history, onset, and clini- 
cal observations, one cannot differentiate 
this condition from early pneumonia, men- 
ingitis, encephalitis, otitis, influenza, or 
any of the acute infections of childhood. 
A persistent or recurring pyuria is signi- 
ficant. Approximately 2 per cent (4) of 
infants suffer from ureteral obstructions 
which predisposes to infection and renal 
destruction. In adults the percentage is 
higher. Therefore, it is important that 
all cases of persistent pyuria be given a 
complete urologic investigation. 


We shall just mention a few of the 
other urological conditions which may be 
mistaken for diseases of other organs. 
Urolithiasis may cause pain anywhere 
along the urinary tract, and also referred 
pain to any other abdominal or pelvic vis- 
cera. There may be vomiting, dyspepsia, 
fever, and, in children, often diarrhea. 
There is not always blood in the urine, nor 
a pyuria. It is a condition that should 
always be looked out for in abdominal or 
back pains. However, there are some 
cases, the so-called “silent” stones, in which 
there are no symptoms. In childhood 
urinary stones occur fairly frequently. 
Holt reports small stones frequently voided 
during the first two years of life, and 
in a study of a thousand autopsies 
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found calculi quite common in infants (5). 
Unquestionably such conditions occur more 
frequently than reports in the litera- 
ture would indicate. Everything has its 
beginning, and too often conditions are not 
recognized in early life, which when 
allowed to exist cause irreparable func- 
tional and organic damage by the time 
adult life is reached and a diagnosis is 
made. Any child with an obscure abdomi- 
nal comp‘aint, especially if it be pain, 
should at least have the benefit of urin- 
alysis and roentgen-ray examination, as 
the majority of cases of urinary calculus 
would be revealed. 


Acute right-sided pyelitis is frequently 
mistaken for appendicitis (6), and not in- 
frequently operations are unwisely under- 
taken because insufficient attention is paid 
to the symptoms. The points in differen- 
tial diagnosis can be tabulated as follows: 


Acute Pyelitis. 
Initial rigor—the rule. 
Temperature 103 degrees or more. 
Pain on micturition. 
Increased frequency of urination. 
Pus in urine. 


Appendicitis. 
Rigor unusual. 
Temperature as high as 103 degrees 
uncommon. 
Urinary symptoms inconstant. 
Local rigidity frequent. 
No pus in urine. 


However, one must remember that both 
conditions may be present at the same 
time. Also, pyuria may only be a sign of 
a more serious ksion such as _ pyelone- 
phritis, pyonephrosis, renal tuberculosis 
or tumor; or, the pyuria may be secon- 
dary to a urinary calculus or some ob- 
struction in the urinary tract. 


Acute right-sided hydronephrosis is 
sometimes misdiagnosed appendicitis with 
abscess formation. There are usually 
urinary symptoms, such as scanty urine, 


pain during or frequency of urination, 
etc. There may be swelling in the lateral 
aspect of the abdomen and well back in 
the loin. In acute pyonephrosis a similar 
swelling may occur, but it is usually more 
tender, more fixed, and the general signs 
of constitutional disturbance are much 
greater. There is usually pus in the 
urine. This condition is easily diagnosed 
as a rule, by means of pyelography. 


Movable kidney is a condition which is 
occasionally seen, and which may give rise 
to doubts in the diagnosis. A kinking of 
the reno-ureteric junction may occur and 
cause severe pain in the loin (“Dietl’s 
crises”), and a diminution of the amount 
of urinary secretion, without much swell- 
ing of the kidney. The urinary symptoms, 
lack of fever, and relief of the pain when 
urine passes more freely, may serve to 
distinguish it from other conditions. Other 
symptoms are largely gastro-intestinal, 
and often described as “indigestion”: 
anorexia, belching and distention, consti- 
pation or diarrhea, and nausea and vomit- 
ing. So, one must be careful not to call 
this condition a gastro-intestinal one. 

Neoplasms of the urogenital tract may 
also be mistaken for other conditions; also, 
tuberculosis of the kidney. These condi- 
tions can only be definitely diagnosed by 
means of cystoscopy with ureteral cathet- 
erization and pyelography. The most 
common symptoms of these conditions are 
hematuria and pain. 


Finally, one must be on the lookout for 
polycystic disease of the kidneys. This 
condition may give rise to uremia, with 
vomiting and abdominal distention. This 
might be mistaken for intestinal obstruc- 
tion, but the presence of tumors in both 
loins and the occurrence of albuminuria 
and high blood pressure would make one 
suspicious. The pyelographic study of 
both kidneys would clinch the diagnosis. 


CONCLUSION. 
I would again impress upon you the 


importance of keeping the various urinary 
lesions in mind whenever dealing with a 
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vague or obscure condition in the abdomi- 
nal or pelvic cavities. Urinary lesions 
may give rise to such a varied clinical 
manifestation that almost any condition 
may be simulated. It is imperative that 
all of these doubtful cases be given .the 
benefit of a complete urologic study before 
surgical means are employed, or before a 
possible serious lesion of the urinary tract 
becomes irreparable. 
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MALARIA: 


CAUSE, MISDIAGNOSIS, TREATMENT AND 
PREVENTION.* 


G. H. WOOD, M. D., 
BATESVILLE, MIss. 


Any disease which occupies first place in 
a community or state in point of numbers, 
with a large death rate, should be frequently 
discussed. 

It is not my desire to take up your time 
by an exhaustive review of the literature, 
for I am sure the work done by Laveran, 
Ross, Machiafavi, Bignami, Bass and others 
is familiar to each of you. It is, however, 
necessary to quote from these men to have 
clear idea of the infection and a correct 
method of treatment. 


While there are several points of the life 
cycle of the parasites not thoroughly worked 





*Read before the North Mississippi Six County 
Medical Society, Water Valley, July 16, 1930. 


out, the gross fact remains that malaria is 
caused by the malarial plasmodium. To 
make it as simple as possible, we must first 
realize this is a haemameba; that in cases 
of malaria it appears in three forms: ter- 
tian, quartan, estivo-autumnal; that it has 
two forms of development: the asexual and 
the sexual. 


The development is almost the same in all 
three forms. In the human hosts, the 
asexual forms develop that which is 
simply a reproduction of like and can not 
be transmitted to other individuals, unless a 
quantity of blood is injected from one 
person to another. And for the propaga- 
tion of more parasites for other individuals, 
we must have the sexual forms developed in 
the anopheline mosquitoes. 


We frequently have two or three groups 
of parasites in the same individual, giving 
rise to what is known as double tertian or 
quartan fever. 


It is usually accepted that the fever is 
caused by a liberation of toxin at the time 
of sporulation. The time of sporulation or 
segmentation for tertian type is 48 hours; 
for quartan 72 hours; for estivo-autumnal 
24 to 48 hours. 


It is well to keep in mind the various 
stages of development and not be confused 
by the different terms used. When the 
parasite first attack the red cell or erythro- 
cyte, it is called sporozoite or merozoite. 
As soon as it enters the erythrocyte it is 
called a hyaline body. By some, up to the 
time of segmentation, it is called schizont; 
after segmentation it becomes sporozoite or 
merozoite and gamete or gametocyte. The 
gametes are microgametes (male) and ma- 
crogametes (female). The sporozoites are 
then ready to attack other cells and per- 
petuate life cycle. 


For the sexual form the mosquito takes 
up the gametes and after the macrogamete 
become fertilized in the mosquito’s stomach 
it is called zygote, which develops into a cyst 
and is now called oécyst. Finally, small 
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spindle shaped bodies develop. These are 
known as sporozoite. This development re- 
quires 15 to 25 days, after which time, if 
the mosquito bites an individual, he becomes 
infected by the sporozoite and the process of 
asexual development begins. 


The important point not cleared up is 
why some cases of severe infection should 
develop what is known as haemoglobinuria. 


Fortunately, by looking after the cases 
early, this condition is less frequent than it 
was some years ago. I have not seen a 
case in several years. 


So far as cause, treatment and preven- 
tion, I am sure hardly any major disease 
is better understood than malaria. Still, for 
the diagnostician, who does not rely on 
blood tests, many errors will be made. 
This is easily accounted for when you 
realize that no disease is a barrier to mala- 
rial infection. 


More errors are made by calling other 
diseases ma aria than by calling malaria 
other diseases. I do not believe that any 
diagnosis of malaria should be accepted 
unless the blood examination is positive. 
Repeated tests should be made if the report 
is negative. Too many are satisfied with 
one test or rone. Every death certificate, 
which has malaria as the cause of death, 
should state whether or not blood tests were 
pos tive. 


One reason for many death certificates 
havirg malaria given the cause of death, it 
prevents further correspondence from the 
Bureau of Vital Statistics, as they want 
every death certificate to correspond with 
the International List of causes of death. 


While every disease, which gives a rigor, 
accompanied by fever of an intermittent or 
remittent type has been called malaria, 
there is now in the state what is called un- 
dulant fever, which is more likely to be 
treated for malaria than any other disease. 
Blood tests and time together will be neces- 
sary to clear the diagnosis. 


In regard to diagnosis of latent malaria 
or malaria complicated with other diseases, 
Dr. C. Dozzi, Policlinico, Roma, states that 
if he used one milligam of adrenalin hypo- 
demically after omitting quinine for five 
days, the parasites began to show in the 
peripheral blood in 20 minutes, were at 
their best in one hour and had disappeared 
in 24 hours. He used this method in 20 cases 
and all cases proved positive. As some 
medicines, such as quinine, drive the para- 
sites from the periphery, I see no reason 
why some other drug might not be success- 
ful in driving them to the periphery. 


More attention should be given the time 
of taking blood smears. Dr. Graham E. 
Henson, Jacksonville, Fla., states: “In the 
benign tertian sporulation occurs princi- 
pally in the deep circulation and the 
majority of schizonts seek the deepest tis- 
sues a few hours before this cycle is 
reached, the young merozoites fol'owing 
sporulation do not at once inhabit the 
peripheral circulation, so that the best time 
to take blood smears for the detection of 
the benign tertian parasite is from 4 to 6 
hours after the chill, and for the succeeding 
hours to within 6 hours of anticipated 
sporulation.” 


In the quartan infection sporulation 
occurs more often in the peripheral cir- 
culation than in any other forms of the 
disease, and on this account the parasite is 
more easy of detection in the peripheral 
circulation throughout the entire cycle, so 
that the time of taking a smear is not so 
important. 


For the estivo-autumnal, two hours after 
the chill or exacerbation and for the suc- 
ceeding two or three hours, are best. After 
the infection has persisted long enough to 
a low the forming of crescents, a smear may 
be taken at any time.” 


It is still claimed by some practitioners 
that quinine properly given will cure every 
case of malaria. That gives a nice loop 
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hole to question the giving of the drug. 
There are numbers of good clinicians who 
realize that quinine, like every thing else, 
has its limitations; in other words, some 


cases will not be cured by quinine alone. 
The standard treatment, as it is called, has 
done a great deal of good, possibly as much 
by calling the people’s attention to the 
necessity of taking quinine as a prevention 
of malaria and not to rely so much on so- 
called patent medicines, chill and malarial 
cures. The treatment must be varied to 
suit the individual case. Many ears have 
been injured by giving quinine in too heavy 
doses and continuing too long. 


Some have followed the plan outlined by 
Dr. A. J. Ochner some years ago, which is 
the standard, only using smaller doses. I 
frequently supplement the quinine by in- 
jection of cacodylate of soda twice a week. 
Frequently there are cases where a bitter 
tonic, like Warburg’s tincture, given two or 
three times a day and given five or six days 
as if expecting to keep the chill off next 
day, is of value. 


My experience with plasmochin has been 
quite limited. 


I saw Dr. Krauss’ demonstration of its 
use before it was put on the market and 
he was quite enthusiastic about its effect on 
special cases. 


At the symposium on malaria in Miami, 
Fla., November, 1929, Dr. W. E. Deeks, in 
quoting observations by Dr. H. C. Clark, 
Dr. M. A. Baker, Dr. W. Cordes, Dr. E. R. 
Whitmore, Dr. H. W. Komp, leave little 
room for doubt that quinine has no effect on 
the development of mature stages of the 
gametocytes nor does it interfere with the 
infectiveness to the moquitoes. This applies 
particularly to the estivo-autumnal parasite. 
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The effect ot plasmochin on the crescents, 
however, is a different story, as it does what 
quinine and its salts failed to do. It devi- 
talizes the gametocytes, so that patients 
who have received a sufficient dosage of 
this drug are not infective to mosquitoes. 


This property which plasmochin possesses 
makes the discovery of the drug one of the 
greatest advances in recent years in mala- 
rial control. 


All of which seems to emphasize the 
necessity for more blood study in order to 
prescribe quinine and plasmochin as neces- 
sary without adhering blindly to one treat- 
ment, if it is called standard. 


Preventing malaria is summed up in a 
few words: “Keep the mosquitoes from 
biting you.” All other causes may be dis- 
regarded, as evidently no case was ever 
produced by what we eat or drink. 


If there is infection in the blood, what- 
ever can lower vitality may help produce 
the paroxysm. Some one, I believe it was 


’ Dr. Bass, prophesied that Mississippi would 


be free from malaria in 1935 or 1940. I 
believe he will have to extend the time to 
something like 2000. 


As the disease grows less the harder it 
will be to get people to observe the neces- 
sary precautions, especially where there is 
an item of expense. 


In every county with a whole-time health 
unit, the problem is easier, because of re- 
peated blood tests of all the people to find 
out those actually infected and the con- 
tinuous campaign against mosquito breed- 
ing paces. 


If you must have mosquitoes about your 
premises be extra careful about your 
visitors, so that you will not get your mos- 
quitoes infected. 
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AGRANULOCYTIC ANGINA 
WITH CASE REPORT.* 
S. F. STRAIN, M. D., 


AND 
B. B. O’MARA, M. D., 


SANATORIUM, Miss. 


Agranulocytic angina is a rather rare 
disease or syndrome characterized by a 
sudden onset of high, prostrating fever, 
and other symptoms of an acute systemic 
infection, usual'y associated with a severe, 
necrotic ulceration of the tonsils ‘and 
pharynx, often including the mucous mem- 
branes of the gastro-intestinal tract, the 
lips, gums, tongue, the vagina, anus and 
the skin, with a marked reduction or com- 
plete absence of granulocytes, terminating 
fatally in most instances. 


To Schultz! is generally accorded the dis- 
tinction of having first thoroughly de- 
scribed the condition and giving it the 
name agranulocytosis, but several case re- 
ports of what was undoubtedly this con- 
dition had previously appeared in the 
literature. Schwartz? described a case in 
1904, and Turk? another in 1907. The first 
appearance of the subject in American 
literature was a case report by Lovett‘ in 
1924. Altogether there have been over two 
hundred cases reported, principally in 
America, Germany and Austria, with a 
few from England, France, Scandinavia 
and Japan. 


- The condition seems to be either on the 
increase or else we have been making more 
accurate diagnosis recently. So far as we 
have been able to discover, our case is 
the first that has ever been reported in 
Mississippi. 


The term agranulocytic angina as sug- 
gested by Friedmann® has been criticized. 
Not all cases have angina, hence the name 
agranu'ocytosis, given the condition by 
Schultz. Schilling* suggested the name 





*Read before the Central Medical Society, Jack- 
son, Miss., September 16, 1930. 


malignant neutropenia, since “the term 
agranulocytosis is incorrect: By agranulo- 
cytosis is meant an increase in atypical 
neutrophiles (‘agranulocytes’) which is not 
intended.” 

ETIOLOGY. 


The etiology is not known. There is a 
difference of opinion among the various 
authors as to whether the condition is a 
specific disease entity, a granuloleukopoietic 
disorder of the bone marrrow, or whether 
it is the result of (a) a chemical poisoning, 
or (b) some chronic disease, diseases or 
infections. While it has been noted in both 
sexes and between the ages of 2 week to 
66 years,® it is a great deal more common 
in women (90 per cent of reported cases) 
between the ages of 40 and 60 years. It 
frequently has its onset while the patient’s 
health is weakened by some chronic illness 
as hypertension, chronic gall bladder dis- 
ease, tuberculosis, et cetera, or it may occur 
in individuals who at the time seem other- 
wise to be in good health. Cases have been 
reported following the extraction of teeth, 
sinus and throat operations, and fractures. 
Numerous organisms have been obtained 
from cases by direct smear from the lesions, 
or by blood culture, the more common being 
streptococcus hemolyticus, S. virdans, Vin- 
cent’s organisms, bacillus pyocyaneous, 
B. coli, Staphylococcus aureus, and others. 
Potts’ concludes that agranulocytosis “is not 
an independent disease, but represents a 
variety of septic illnesses,” and says that 
it should be considered a symptom-com- 
plex and “designated as ‘sepsis agranu- 
‘ocytotica.’”” Schultz® suggests that the 
cause may be the toxic action of some 
virus which has a special affinity for the 
myeloid system. Rosenthal® considers that 
agranulocytosis is a clinical entity, related 
in some instances to a constitutional hypo- 
plasia of the leukopoietic system; in other 
cases it may be the result of transitory 
hypoplasia. Pepper® noted four cases in 
allergic patients, points out that anaphylac- 
tic reactions include !eukopenia and inquires 
whether this syndrome might not be an 
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allergic manifestation. Other factors sug- 
gested in the etiology are that the condition 
is secondary to some endocrine influence, 
and that it is a malignant leukopenia of 
leukemic nature. We are inclined to be- 
lieve from a rather extensive survey of the 
literature that there are several diseases or 
syndromes among the reported cases of 
so-called agranulocytosis. It is likely that 
more careful study will separate them into 
secondary and primary groups, the second- 
ary being toxic in origin and the primary 
of leukemic nature. 
SYMPTOMATOLOGY. 


The onset is usually sudden while the 
patient is apparently well or is being 
treated for some chronic illness. It is 
usually ushered in with symptoms of a bad 
cold or a severe sore throat, or the angina 
may come later or not at all. High fever, 
prostration and symptoms of profound 
toxemia soon become manifest, at the onset, 
out of al! proportion to the local lesion. 
The first complaint may be such (as in our 
case) that the throat may not be suspected, 
and indeed whether the throat infection is 
the result or the cause of the leukopenia is 
a debated question. In the majority of 
cases there soon appear ulcers and necroses 
of the tonsils and pharynx with or without 
involvement of the pillars, uvula, hard and 
soft palate, tongue and gums. These ulcera- 
tions are covered with a necrotic membrane 
which has an appearance suggesting diph- 
theria, and indeed a large number of 
r:ported cases had been given diphtheria 
antitoxin before the diagnosis was made. 
As the disease progresses the ulceronecro- 
tic condition spreads, causing extreme 
dysphagia, and, when it invo-ves_ the 
alimentary tract, marked gastrointestinal 
symptoms—nausea, vomiting, diarrhea and 
abdominal pain. Anal ulcers result in 
severe pain, as noted in our case. A rather 
distinguishing characteristic of the lesions 
is the lack of an inflammatory reaction 
around them. The regional lymph nodes are 
tender but there mav be very little, if any, 
erlargement of the glands. Jaundice occurs 


in about 50 per cent of cases. There is no 
tendency to hemorrhage. The liver and 
spleen may be normal in size or slightly 
enlarged. The toxic symptoms become 
rapidly worse and are followed by delirium 
and death. Among the recoveries which 
occasionally occur, recurrences are not in- 
frequent. The prognosis is usually fatal, 
especia'ly in those cases which have a very 
acute onset and course and with extensive 
lesions. The disease as a rule runs a rapid 
course, though some cases have lived weeks 
and months. The recoveries in reported 
cases average about 12 or 15 per cent. 
In a series of fifteen cases reported by 
Rosenthal® he had 40 per cent recoveries. 


LABORATORY DATA. 


If the blood count is taken at the onset 
it may be normal. Very soon, however, 
there is noted a marked leukopenia. The 
total white counts in reported cases range 
from 5,000 to 100. The granulocytes are 
greatly diminished, and as the disease ad- 
vances they completely disappear from the 
picture. There is also a decrease in the 
lymphocytes. The plasma cells and mono- 
cytes may be increased. Macrophages and 
even myeloblasts may be found. The 
platelet count may be normal and there is 
very litt’e disturbance in the erythrocyte 
count and hemoglobin, although cases with 
some anemia have been reported. The 
bleeding and clotting time remain normal. 


Blood culture has been positive in only 
28 of the 75 cases in which blood cultures 
were made. For this reason and because 
of the various types of organisms recov- 
ered, agranulocytosis cannot be considered 
as an acute infectious disease. In favorable 
cases the blood picture rapidly becomes 
normal, the young polynuclears (stabker- 
nig) make their appearance as the leuko- 
cyte count begins to rise. 


DIAGNOSIS. 


Diagnosis usually presents little difficulty. 
The marked leukopenia with absence of or 
greatly diminished granulocytes occurring 
in a patient with symptoms of a profoundly 
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toxic angina is usually diagnostic. The dis- 
ease, however, must be differentiated from: 


(1) Pernicious anemia by the extreme 
prostration and the absence of the typical 
Addison-Biermer blood picture. 


(2) Aleukemic leukemia by the blood 
picture and the symptoms, and by the 
absence of the increasing enlargement of 
the lymph glands. This diagnosis is not 
always easy, however, and in some instances 
the pathologic examination of the bone 
marrow must be resorted to. 


(3) Aplastic anemia by the absence of 
interference with the formation of red 
blood cells, thrombocytes, and lack of ten- 
dency to hemorrhage. 


(4) Noma by the ulceration of the oral 
mucous membranes in this condition with- 
out the characteristic blood picture. 


(5) Monocytosis by an increase instead 
of a decrease in the total white count, and 
by the mild course of this disease. 


(6) Sepsis by the history, physical find- 
ings and the blood picture. 


(7) Diphtheria by absence of the Klebs- 
Loeffler Bacillus. 


It must be remembered, too, that sec- 
ondary agranulocytosis and _ ulcerative 
conditions may be terminal complications 
of Hodgkin’s disease, or the result of 
roentgen-ray or radium therapy, neosalvar- 
san or benzol poisoning. 

PATHOLOGY. 

Post mortem examination usually reveals 
extensive ulceration of the mucous mem- 
branes (tongue, tonsils, throat, larynx, 
pharynx, vagina, rectum and whole intes- 
tinal tract). Microscopic examination re- 
veals an absence of the inflammatory zone 
commonly seen around ulcers. The liver, 


spleen and lymph glands may be slightly 
enlarged or normal microscopic examination 
of them showing nothing remarkable. The 
bone marrow is liquid and varies in color 
from straw to an intense red. There is 
almost complete absence of granular cells 
and there is a granulocytic aplasia. It con- 
tains many plasma cells and lymphocytes.‘ 
Bone marrow removed from the sternum 
during the height of the disease!® may 
reveal a simi‘ar picture. There is an in- 
crease in the reticulo-endothelial cells of 
the bone marrow, spleen and circulating 
blood.® 
TREATMENT. 

Treatment for the most part is symptom- 
atic. Many forms of therapy have been 
tried but in the favorable cases recovery 
can not always be ascribed to the therapy, 


as spontaneous recovery is probable in most 
cases, 


Radiation of the long bones with stimu- 
lating doses of roentgen-rays seems to be 
of some value. Blood transfusion may be 
worth trying, but there is little evidence of 
much benefit from it. Fisher! reports a 
case with recovery treated with immuno- 
transfusion. Neo-salvarsan, iron, arsenic, 
liver, bone marrow, various nuclein ex- 
tracts, streptococcus serum, diphtheria an- 
titoxin, mercurochrome, typhoid vaccine 
intravenously, have all been tried with 
little or no success. Local applications to 
the lesiors of silver nitrate, arsenic or other 
solutions seem of little value. 

The report of our case follows: 

CASE REPORT. 


Miss A. H., white, aged 56 years, was admitted 
to the Sanatorium June 17, 1930. Her father 


died at the age of 81 years of unknown cause, her 
mother was still living, aged 76 years, but was 
suffering from “bronchial trouble” and glaucoma. 
She had one brother, and three sisters living and 
well, one having recovered from pulmonary tuber- 























She had been married 
twice, her first husband having died, cause not 


culosis four years ago. 
known, and the second divorced. She had never 
been pregnant. She gave the history of having 
had whooping cough and measles during childhood, 
typhoid at ten, influenza in 1915 and 1922, and 
She had had a 
cholecystotomy in 1911, a double oophorectomy at 
24 years, tonsillectomy in 1922. Her teeth had all 
been extracted in 1921. At the age of 24 years 
she had suppurating supraclavicular glands which 


malarial hematuria at twenty. 


discharged about one year. 


In November, 1929, she had an attack of acute 
pleurisy on the left side with severe pain and 
Since then she had 
had soreness in her left chest, some cough and 


some fever for two weeks. 


expectoration, with occasional elevation of tem- 
perature to 99.4 degress F. She had never ex- 
pectorated blood. She had some dyspnea on ex- 
ertion, tired very easily, was very nervous and 
slept poorly. Her appetite was poor and she 
was greatly annoyed by fullness after meals, 
She had 


not menstruated since her operation at twenty- 


regurgitation of food, and constipation. 


four, had no pelvic symptoms. 


On examination she was found to be of small 
frame, and slender, being 60% in. (151 ¢.m.) in 
height, and weighing 91% pounds (41.7 kg.). Her 
blood pressure was 138 /90. She wore well-fitting 
plates over edentulous gums. Considerable faucial 
tonsillar tissue remained, especially on the left. 
An old scar was noted on right side of neck over 
posterior cervical lymph chain. Cervical lymph 

The chest was 
somewhat of emphysematous type, with rather 
marked thoracic kyphosis. 


glands were palpable, not tender. 


There was increased 
tactile fremitus over both apices, and dullness on 
both sides to the second ribs and third dorsal 
vertebra. Rales were detected after cough above 
the third rib on both sides. 
sounds were increased over same area. 


Whispered voice 
There 
were scars on the abdomen from the cholecystot- 
omy and oophorectomy wounds. The spleen was 
not palpable. Stereo-roentgenograms revealed old 
chronic fibroid lesions both uppers with no cavi- 
tation. Urine was practically normal, Wasser- 
mann negative, feces negative, and blood smear 


was negative for malaria. 


Sputum was not exam- 
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ined because she was unable to raise enough for 
On June 18, her blood 
erythrocytes 4,690,000, 
hemoglobin 85 percent; leukocytes 5,000, neutro- 


a_ satisfactory specimen. 
count was as follows: 


philes 51 per cent, eosinophiles 7 per cent, lympho- 
cytes 42 per cent. A diagnosis of chronic tuber- 
culosis of the lungs, moderately advanced, was 


made. 


She was admitted to the convalescent ward 
where she ran temperature ranging within normal 
limits, only occasionally going to 99° or a frac- 
Her pulse rate averaged 80. She 
was given bath room privileges and was allowed 
up and about the ward a little. She was thought 
to be doing well except for some nervousness un- 


tion above. 


til July 26, five weeks after admission, when she 
began to complain of rather severe pain in the 
rectum, and her temperature rose to 102.4 de- 
grees. 
count for the pain, but a beginning ischiorectal 


Nothing was noted on examination to ac- 
abscess was suspected. Codein, and application 
of local heat were employed with some relief. On 
the next day, the pain was much worse, and her 
temperature had risen to 104 degrees. Again 
rectal examination revealed no definite cause for 
her pain, there being no swelling. The anus ap- 
peared normal, but there was extreme tenderness 
in the perineum and digital examination elicited 
such great pain that it was evident proctoscopic 
examination could not be made without anesthesia. 
On 
the temperature 


Opiates and local heat again gave relief. 
July 28, 
reached 104.6 degrees F. The patient was ex- 
The rectal 
discomfort had subsided somewhat, but she com- 


the following day, 
tremely restless, and semi-delirious. 


plained of sore throat and some difficulty in swal- 
lowing. Examination of the throat revealed a red- 
dened pharynx, with a whittish membrane on the 
left tonsil and tenacious drying mucus on the pos- 
terior pharyngeal wall hanging down from the 
naso-pharynx. A smear from this revealed nu- 
merous gram positive cocci of a great variety but 
no Klebs-Loeffler nor Vincent’s organisms. A 
blood count made at the same time revealed only 
Of these 96 
per cent were lymphocytes and 4 per cent mon- 


650 leucocytes per cubic milimeter. 
onuclear leukocytes. No polymorphonuclear leu- 


kocytes were found after prolonged, careful 


search. A diagnosis of agranulocytosis was made, 
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and the family was informed of the gravity of her 
condition. 


On July 29 the temperature remained high, the 
patient was semi-delirious and was unable to take 
the proper amount of liquid. There was extreme 
tenderness on both sides along the neck but the 
glands were not noticeably enlarged. Examina- 
tion of her throat revealed numerous small pete- 
chiae on the soft palate. A definite ulcer had 
appeared on the left tonsil, about 5 c.m. in diam- 
eter, sharply outlined and not surrounded by an 
inflammatory zone. The base was covered with 
a grayish white exudate which could not be wiped 
off with a swab. Several small ulcers of similar 
character were noted on the oropharynx. The 
blood count on this day was 250 leukocytes, 98 
per cent lymphocytes and 2 per cent large mon- 
onuclears. Again no granulocytes could be found. 
The red blood cells numbered 4,340,000, hemoglo- 
bin 55 per cent. Liver and spleen were not en- 
larged. 


With a hope that production of leukocytes might 
be stimulated, a first degree erythema dose of 
ultra-violet rays was given. The next day, July 
30, the leukocyte count was 400 with 85 per cent 
small lymphocytes, 11 per cent large lymphocytes 
and 4 per cent large mononuclears. Her general 
July 31 
the blood count was 400, 100 per cent lympho- 
cytes. She was irrational, fever remained high, 


and she was much weaker. 


condition was growing rapidly worse. 


Attempt to swallow 
resulted in strangling and regurgitation through 
the nose. There was a blood streaked, dirty gray- 
ish, false membrane covering the whole pharynx 
and the left tonsil. The pulse became weak and 
thready. Coarse rales were heard throughout the 
chest, the temperature remained high (104°), un- 
til death occurred at 12:30 that night. At no time 
was there any jaundice or other skin manifesta- 
tion. Autopsy was not obtained, but immediately 
after death careful examination revealed several 
small ulcers just inside the anus near the mucocu- 
taneous border. The vagina and the rectum above 
this were normal. 


Treatment was symptomatic. Local application 
of silver nitrate solution to the throat lesions, and 
hot fomentations were used. Roentgen-ray ther- 


apy was not available. 


SUMMARY. 
(1) The cause of agranulocytosis is not 
known. Theories advanced are that it is: 


(a) 
(b) 


A specific disease entity. 

A result of some chemical 
poisoning or of some chronic 
disease or diseases. 

(c) Secondary to some endocrine 
influence. 

(d) A malignant leukopenia of 
leukemic nature. 


(2) The cardinal symptoms of the 
disease are: (a) Symptoms of profound 
sepsis with sudden onset; (b) necrotic 
u'cerations of the mucous membranes; 
(c) marked leukopenia with great reduc- 
tion or complete absence of granulocytes. 


(3) Careful blood studies make the 
diagnosis. 


(4) 
fatal. 


(5) 


The course is rapid and usually 


Pathologic study reveals granulo- 
cytic hypoplasia of the bone marrow and 
the absence of inflammatory zone around 
the local lesions. 


(6) Treatment is very unsatisfactory, 
roentgen radiation of the long bones seems 
to be of some value. 


(7) A typical case occurring in a 
woman suffering from fibroid tuberculosis 
is reported. 
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CASE REPORTS AND CLINICAL SUGGESTIONS 


A CLINICAL MEETING. 
The following series of case reports, with 
a presentation of the patient in certain in- 


stances or the pathologic material, were 
given by the consultant and regular staff 


of the U. S. Marine Hospital at New 
Orleans at the regular meeting of the 
Orleans Parish Medical Society, held Febru- 
ary 23, 1931, at the Marine Hospital. 


ADVANCED BANTI’S DISEASE— 
SPLENECTOMY; CURE. — Pre- 
sented by W. R. Metz, M. D. 


Miss A. B., aged 26 years, was admitted to this 
hospital on September 20, 1926, four and a half 
years ago. She was principally concerned about 
her eyes being “blood shot” and applied at the 
Eye, Ear, Nose and Throat Clinic for treatment. 


Sub-conjunctival hemorrhages were noted and. 


patient was referred to the Department of Internal 
Medicine for a complete work-up. 


The condition of the eyes had been worrying her 
for only a few days, but she stated that for a 
rather indefinite period weakness and a poor appe- 
tite had been present. There were no other com- 
plaints. The family history and past history were 
inconsequential except for typhoid fever and 
malaria ten years previous to admission and a few 
years later a tonsillectomy. 


Physical examination showed a well developed 
patient with an obvious anemia. Height was 62 
inches and weight 118 pounds. 


Eyes showed small sub-conjunctival hemor- 
rhages. The heart was not enlarged, the rate was 
72 and rhythm was regular, but a systolic murmur 
was present at the apex and base. The blood 
pressure was 120/55. The abdomen was slightly 
distended and gave the physical findings of free 
fluid. The liver was moderately enlarged. The 
spleen was rather markedly enlarged. The skin 
was slightly ichteroid. 


The laboratory reported a negative Wassermann, 
negative sputum and negative stool. The urine 
contained no trace of albumen. Gastric analysis 
was negative, except for a free HC1 of 10 and 
total acidity of 32. Red blood cell count was 
2,500,000. Hemoglobin 38 per cent. White blood 
cell count was 4,800 with a normal differential 
count. 


On the basis of a secondary anemia, leukopenia, 
enlarged spleen and liver and ascites, a diagnosis 
of Banti’s Disease was made. 


The patient was started on the usual regime for 
anemia. On October 1, 10 days after admission, 
the patient fainted. A few hours later she vomited 
a large amount of fresh blood. The pulse became 
so weak that a blood transfusion was decided im- 
perative. A half-hour after transfusion, another 
copious gastric hemorrhage occurred and in 
another hour two more severe hemorrhages took 


place. The pulse was thready and could not be 


counted. The patient was supported with mor- 
phine and proctoclysis. The following day the 
fifth gastric hemorrage in 24 hours occurred. The 
red blood cell count at this time was 1,290,000. 


During the following ten days four transfusions 
were done and one abdominal paracentesis. 
2,400 ce. of clear straw-colored fluid was removed 
from the abdomen. 


With a red blood cell count of 1,840,000, the 
fifth transfusion was done and patient operated. 
Splenectomy was done and patient was again 
transfused. 


Two days following operation the red blood cell 
count was 2,325,000; one month later 2,730,000; 
two months later 3,310,000; three months later 
4,000,000; four months later 4,430,000. 


The post-operative convalescence was moderately 
stormy for the first few weeks. Abdominal para- 
centesis was necessary only after the operation 
and there has been no recurrence of abdominal 
fluid. At the end of three weeks she was up in a 
wheel-chair and at the end of the seventh post- 
operative week she was discharged. She returned 
at bi-weekly intervals for laboratory check-up dur- 
ing the following three months. At that time her 
blood picture was considered normal. 


Today, four and a half years after splenectomy 
for an advanced Banti’s Disease, she is symptom 
free and the blood picture is normal. She has been 
very kind to us in presenting herself for a follow- 
up and permitting us to present her case record 
at this meeting. 


TRAUMATIC ANEURYSM OF THE 
LEFT BRACHIAL ARTERY.—Pre- 
sented by W. F. Ossenfort, M. D. 


Traumatic aneurysm of a healthy artery usually 
follows a pentrating wound. The case to be pre- 
sented did not have a penetrating wound. All 
symptoms and signs followed almost immediately a 
trauma to the left arm. No reason has been found 
for not considering the artery healthy at the time 
of injury. 
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T. W., aged 29 years, was about his usual work 
on January 23, 1931, when he slipped and fell back- 
ward, striking his left arm against a wall. He 
thought it only a minor injury, rubbed his arm a 
bit and went on working. After about ten minutes 
his left arm became numb, cold and weak. He 
stopped working. That night the pain in the arm 
was severe and he noticed for the first time a 
throbbing mass in the back of his arm near the 
arm-pit. Relief from pain was obtained by alter- 
nating lowering and raising the forearm. Two 
days later he entered the hospital. 


Examination on entrance showed the left arm 
and hand fairly cyanotic. The left hand was 
notably colder than the right. There was a pul- 
sating mass at the posterior lateral axillary fold 
about the size of a lime. It could not be accur- 
ately outlined. 


A definite bruit could be heard over the mass. 
Pulsation was absent below the mass. The patient 
complained of pain when the arm was elevated 
ahove the head. There was a moderate impairment 
of touch sensation, over the area supplied by the 
ulnar nerve. There was no motor disturbance. 
The remainder of the physical examination was 
negative. Laboratory was negative. Roentgen- 
ray shows an old fracture at elbow with two small 
loose fragments. 


The family history and past history added noth- 
ing. Four days after the injury there was still 
cyanosis of the nails of the left hand. On the fol- 
lowing day the nails were no longer cyanotic, but 
definitely pink. The patient had much less pain, 
slept well and stated that his arm felt much 
stronger. 


Eight days after injury, temperature readings 
were taken of both hands, using the method of 
inserting a thermometer bulb through a hole in a 
rubber glove worn by the subject. The tempera- 
ture of the left hand was almost exactly room 
temperature. It was 8.4° centigrade colder than 
the right hand. Simple calorimetric determin- 
ation showed less heat output by the left hand but 
this was not a satisfactory criterion since keeping 
the forearm in the calorimeter was too uncomfort- 
able after only twenty minutes. 


On the ninth day, temperature difference was 
5.5° C., and on the tenth day 4.1° C. The progress 
in temperature equalization was parallel with sub- 
jective progress. The arm was much stronger and 
gave practically no discomfort. 

From the twelfth to seventeenth day there was 
more pain and discomfort. On the seventeenth 
day the temperature difference was 10.4° C., 
greater than it had been ten days previously. 
His sleep was interrupted with pain in the arm. 








Relief was obtained by lowering the hand over 
the side of the bed. 


At the end of three weeks, when condition was 
practically stationary, the patient was started on 
seances of applying digital pressure over the 
axillary artery above the aneurysm with a view to 
further increasing collateral circulation. After 
doing this for four days the axilla became tender 
and the hand more painful. The pressure seances 
were consequently discontinued. Examination at 
this time showed the mass about the same size 
but definitely less pulsatile. The bruit was more 
marked. Temperature was 32.1 or about 4 degrees 
subnormal. This was four weeks after the injury 


but there was no perceptible pulsation below the 
mass. 


This patient presents then a definite aneurysm, 
probably a false aneurysm pathologically, of the 
first portion of the brachial artery with occlusion 
of the brachial trunk. Collateral circulation has 
developed to an extent where tissue vitality is good 
and according to Dr. Matas this is the principal 
criterion of collateral circulation. 


Various devices have been reported for empirical 
testing of collateral circulation. Dr. Brooks and 
later Dr. Singleton injected sodium iodide into the 
arterial lumen and took skiagraphs. Brooks later 
developed a method of taking temperature of sub- 
cutaneous tissue of an extremity by the use of a 
thermocouple. This necessitated puncturing the 
skin for each temperature reading. 


We have not resorted to sodium iodide injection 
because we feel that circulation is none too good 
at present and we know that sodium iodide has 
caused serious damage when so used. 


Treatment of the case has been expectant. 
Theoretically, at the end of four to six weeks, col- 
lateral circulation should be at its best, and at that 
time surgery will be attempted. The surgery most 
often used in these cases is the Matas operation of 
endoaneurysmorrhaphy though in some cases proxi- 
mal ligation is the operation of choice. Prognosis 
is excellent as a rule. 


The patient was examined again today. The 
mass no longer pulsates. It is quite firm. There 
are no complaints. 


BLASTOMYCOSIS OF KIDNEYS.—Pre- 
sented by Noka B. Hon, M. D. 


C. H., white male, merchant seaman, age 
27 years, a native of Louisiana, entered the 
Marine Hospital for the second time on Decem- 
ber 21, 1930, complaining of fever, a dull pain in 
the back and pus in the urine. These complaints 
were substantially the same as those made when 
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he first entered the hospital five years ago, except 
that all symptoms are more severe. 


Present illness began about three months prior 
to his first admission into the hospital, as a con- 
stant dull aching pain in the lumbar region of 
the back. He noticed that his urine contained a 
thick white sediment most of the time. He had 
never had any urinary disturbances, void 3 to 4 
times daily, no nocturia. He noticed blood in the 
urine for the first time about two years ago. 
This hematuria was not severe, lasted for eight 
days and has never been present since. Attacks 
of fever have become more frequent in the last 
year and are ‘present almost every afternoon. At 
times the temperature has reached 104° F., and 
remained so for two or three days at a time. 


Since his discharge from this hospital five years 
ago, he has been under constant medical care and 
has been in three other hospitals. In spite of this 
treatment, he says he is having more pain and 
fever than he has ever had before. He now com- 
plains of pain in his left chest but there is no 
cough nor hemoptysis. He has lost eight pounds in 
the last three months. Recently he has become 
very nervous and irritable and at times rather 
depressed about his condition. 


Physical examination reveals well developed and 
nourished white male of 27 years, 5 feet 9 inches 
tall, weighing 141 pounds. Abdomen: He com- 
plains of pain and tenderness to slight pressure 
along each costal margin and entire left portion 
of upper abdomen. There is-considerable muscle 
tenseness over upper abdomn, especially over the 
left hypochondriac region. The kidneys nor spleen 
could not be felt because of tenderness and muscle 
guard. Back: Patient also complained of pain 
and soreness over each kidney region from slight 
pressure, more marked on the left. The physical 
examination otherwise was negative. 


Laboratory Findings: Daily urine examinations 
have been constantly negative with the exception 
of three plus pus in all specimens and some micro- 
scopic red blood cells following cystoscopy. Blood 
examination: W. B. C. 9600. Neutrophiles, 72 per 
cent; small mono. 22 per cent, large mono. 6 per 
cent; malaria negative. Sputum: Negative for 
acid fast organism or fungus. Wassermann and 
Kahn, negative. P. S. P., 1st hour 42 per cent, 
2nd hour, 8 per cent; appearance 2% minutes. 
N. P. N. 30 mg. per one hundred ec. e. of blood. 


Roentgen-ray Reports: Chest, no suggestion of 
blastomycosis. Probable bronchiectasis of the 
lower portions of both lungs. Adhesions to the 
diaphragm, flat plate of G. U. tract negative. 
Pyleograms, negative. 


Cystoscopic Examination: Urethra and pros- 
tate are normal. Bladder, no residual, capacity 
400 c. c. mucosa presented a diffuse dark red color 
over the trigone and at vesical orifice. The left 
ureteral orifice was swollen ad projected into the 
bladder for about 0.5 cm. Ureteral catheters 
passed easily on each side withotu apparent 
trauma. Normal waves of cloudy urine returned 
from each side. 


The kidney urine has been cultured several 
times. In 1925 during his first hospitalization, 
six positive cultures were obtained and reported 
as fungus (blastomyces type). During this ad- 
mission cultures of all specimens from the kidneys 
have been negative. Cultures from the bladder 
were reported fungus blastomyces type. Smears 
from kidney urine were reported 3 plus and “Few 
blasting fungus in each specimen.” 


Treatment has consisted principally of intrav- 
enous infusions of 10 c. c. of 10 per cent sodium 
iodide four to six times weekly. Potassium iodide 
in mouth 15 gr. T. I. D. He has had 38 cysto- 
scopic treatments in the last five years, consisting 
of lavage of kidney pelvis and ureter with 1 per 
cent silver nitrate alternating with 1 per cent 
mercurochrome. He has also received 10 grams 
of urotropin and 30 grams of sodium acid phos- 
phate three times a day. The surgical consultant 
examined the patient and advised aspiration to see 
if there was a renal or peri-renal abscess present 
but no pus nor fluid could be obtained. 


Progress: The patient has shown some im- 
provement. He has very little pain at present and 
the tenderness and soreness of his back has greatly 
decreased. His temperature has been normal for 
the past three weeks. He has gained about 
10 pounds since admission. His urine continues 
to have three plus pus but no recent attempts have 
been made to culture it. 


LEONTIASIS OSSEA.—Presented by T. B. 
McKneely, M. D. 


Briefly, leontiasis ossea may be defined 
as a “localized or diffuse hyperostosis of 
any or all the bones of the cranium and 


face.” The most common age of onset is 
between ten and fifteen years, although it 
may be congenital. The condition begins 
most frequently in the bone where it 
may remain isolated or spead to others. 
Symptoms from nerve pressure and space 
encroaching processes may or may not be 
present. This patient presents so definite 
a hyperostosis of the bones of the cranium 
and face that I feel this may be considered 
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an example of this clinical condition. The 
patient’s age, the age of onset, the relatively 
normal condition of the other bones of the 
body, together with the skull and facial 
changes certainly label! this leontaisis ossea. 
Therefore, I present the following case: 


L. R., a negro male, aged 18 years, employed 
on a ferry boat, entered this hospital on Octo- 
ber 24, 1930, with a chief complaint of a penile 
ulcer. This complaint is of no particular interest 
to us now. The striking feature of this boy was 
the enormous enlargement of the bones of his head 
and face. 


Present Illness: The history, as obtained from 
the patient was rather vague. The onset must 
have been in early childhood. As far back as he 
can recall, his head has always been larger than 
the heads of others, but when he started to grow, 
apparently about the age of puberty, his head 
out-grew the rest of his body. This growth was 
never associated with pain of any sort. He has 
not noticed any enlargement in the past two or 
three years. 


A review of the systems revealed little other 
than negative findings. A detailed neurological 
survey has not been done. However, the patient 
gave no history of headaches, vertigo, vomiting, 
deafness, or attacks of blindness. He was men- 
tally alert and his intelligence equalled the aver- 
age for a negro boy of his age. His outlook on 
life was characteristic of his race. The penile 
lesion had been present two weeks, when he en- 
tered the hospital. The presence of this ulceration 
bore mute testimony to his libido. 


Past history: The patient had a healthy child- 
hood and did not recall any serious illnesses. He 
been knock-kneed since early life. At the age of 
12 years, he fell down a hill, injurying his left 
knee. It was immobilized for a short time, and 
as soon as the dressing was removed, the patient 
began to walk about. This increased the deformity 
to a very marked genu valgum. 


Family history: The parents were both normal 
in development; the father quite a robust man. 
The patient was the sixth child of seven. All the 
brothers and sisters are in good health. None of 
them present any such cranial development as 
found in this boy. 


Physical examination: The general appearance 
is that of a young negro male, not acutely ill, 
possessing a noticeably large head, and a marked 
deformity of the lower extremities. His gait is 
altered but he manages to walk with little difficulty. 
He is 60% inches tall and weighs 115 pounds. 
His blood pressure is 120/78; pulse 88 per minute. 


The skull is the main point of interest. The 
anterior-posterior diameter appears lengthened jn 
comparison to the lateral. The occipital region 
apparently from an 
overgrowth of the occipital bone. The frontal 
region is not especially prominent. Palpation re- 
veals that there is a depression along the line of 
the frontal, saggital, and lambdoid sutures, quite 
marked in the region of the anterior and posterior 
frontanells. All the facial bones have participated 
in this general, symmetrical hyperostosis. The 
superior maxillae are heavy and the alveolar pro- 
cesses are thickened and lengthened, so that 
the teeth are spaced farther apart, giving an 
impression of peg-teeth. The mandible is also 
hypertrophied. Due to its overgrowth, there is a 
decrease in the space between the chin and chest. 


The face as a whole appears not unlike that of 
one of the higher anthropoids. The fronto- 
occipital diameter of the skull is 67 cm.; the 
sub-occipito-bregmatic, 63 cm. 


is markedly protuberant, 


The eyes show no evidence of proptosis. The 
pupils are equal, regular, reacting to light and 
accommodation in a norma, manner. The eye 
grounds are normal and vision is not impaired. 
The ears are quite small, with an adherent lobule 
and an almost complete absence of the helix. His 
hearing is normal. 


The neck is rather short, especially in front; 
there are no masses to be felt in the thyroid and 
parathyroid region. 


The thoracic cage is rather small and of the 
barrel type. It is symmetrically developed. The 
clavicles are very heavy, especially the medial 
extremities, and appear shorter than normal, as 
if some of the length were taken up in an in- 
creased curvature. The ribs present definite 
evidence of beading. 


The genitalia are normally developed, except for 
some slight scarcity of pubic hair. There is a 
slight scar on the inner surface of the dorsal 
prepuce. 


The extremities show some departure from 
normal. The humerus is shorter than it should 
be. The hands are thin and the fingers are long 
and tapering, typical “artistic hands.” There is 
a moderate genu valgum of the right leg with a 
marked inward and slightly forward displacement 
of the left knee. The tibiae show no evidence of 
forward bowing. The tissue over the bones is 
smooth with no suggestion of any osteo-periostitis. 


Laboratory Data: Blood picture, normal. No 
evidence of sickle-cell formation. 





Case Reports and Clinical Suggestions 43 


Blood Chemistry: 


fa Las hee 27.8 mg. per 100 cc. 
Calcium A “ “ “ 
Phosphorous y “« «6 & 


“ “ 
Blood Wasserman, negative. 


Spinal fluid, urine, feces, sputum negative. 

Summary of Roentgenograms: Skull: The 
striking feature is the enormous thickening of the 
calvarium, which is uniformly increased through- 
out, measuring in the plate from 2.5 to 3 cms. 
There is no differentiation into an inner and an 
outer table. The density of the bone is so great 
that it is difficult to obtain clear pictures. Scat- 
tered over the frontal and parietal regions are 
small circular areas of decreased density, possibly 
due to cystic changes in the bone. The sella is 
apparently unchanged. The region of the sutures 
shows some separation. The frontal air cells are 
present but are proportionately increased in depth. 
There is hypertrophy of the bones of the face, in- 
cluding the upper and lower jaws. 


Teeth: Essentially negative. 


Long Bones: The humeri show marked disturb- 
ance in the upper ends with some tendency to 
cystic changes. There is an increased density of 
the shaft with a prominent deltoid tubercle. The 
tibiae show some tendency to bowing. This is 
slight, however. There is definite trophic dis- 
turbance of the outer end of the clavicles. 


Joints: “The centers of ossification about the 
joints as studied in the plates of the hand, wrist, 
elbow and ankle, are within normal limits. The 
left knee shows possible evidence of an old injury 
but the changes are probably the results of 
trophic distrbances. 


Spine: The spine is essentially normal. There 


is no evidence of syphilitic changes in any of the 
bones. 


REPORT OF A CASE OF KERATOSIS 
FOLLICULARIS OR DARIER’S DIS- 


EASE. — Presented by William S. 
Dosher, M. D. 


In 1889 Darier in France and White in 
America independent'y described this dis- 
ease. At the present time there has been 
a little more than one hundred of these 


cases reported in the various parts of the 
world. 


Little is known of the etiology of this 
disease. In. the majority of cases the 


disease begins during childhood and it 
seems to have a predilection for males. 
There is some evidence to show that it may 
be heredity, though no such history was 
obtained in this case. No organism has 
been shown to produce the disease and it 
is not considered contagious. 


As originally described by Bowen, the 
lesions are caused by hyperkeratosis, effect- 
ing chiefly the sebaceous and hair follicles. 
The process is chiefly confined to the neck 
of the follicle but in the later stages it ex- 
tends into the interfol'icular tissues. About 
the borders of the lesions there is an 
abundant pigment deposit in both the 
epidermis and corium. The only other 
change noted in the corium is a small 
amount of cellular infiltration. In the 
tumorous-like masses and vegetating lesions 
marked proliferation of the reti into the 
corium occurs, this process being second- 
ary to keratosis. The disease therefore is 


primarily and essentially one of the 
epidermis. 


There is no specific treatment for the 
disease. Various drugs such as sulphur, 
salicylic acid, ichthyol and resorcin have 
been used in the form of ointments and 
are used on’y as paliative remedies. Many 
observers are, however, of the opinion 
that radiotherapy is the remedy of choice. 


The prognosis as to the recovery from 


the disease is unfavorable but as to a 
serious termination of the disease is 
usually good. One case, however, has been 
reported as terminating in epithelioma. 


Sam Jones, colored male, aged 32 years, native 
of Louisiana, was admitted to this hospital on 
February 7, 1930, with chief complaint of 
sores on each buttock. 


The past history is interesting in that he had 
the usual childhood diseases, malaria at 20 years 
of age, gonorrhea at 17 and 32 years, syphilis at 
28 years, for which he has been treated. 


The history of the present disease dates back 
to his childhood. When about 13 years old, he 
noticed the rough appearance of the skin over his 
chest and face. Thirteen years ago small granu- 
lomatous masses with ulcerations appeared on each 
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buttock. These ulcerationsn were not disabling 
enough to keep him from being drafted into the 
Army. While in the Army he was given five doses 
of salvarsan which seemed to exert a favorable 
influence upon the ulcerations but did not heal 
them. 


For the past ten years the masses and ulcera- 
tions on each buttock have been slowly increasing 
in size. He states the lesions were painful and 
annoy him greatly when he sits down as well as 


when the moon changes. 


In 1928 the ulcerating masses were cauterized 
with the actual cautery. Since that date he had 
no treatment except home remedies prior to com- 
ing to the hospital. 


The physical examination upon entering the 
hospital was essentially negative except for the 
skin findings. Over the scalp, face, axilla, trunk, 
perineum and legs there were large, rough, warty- 
like areas of epidermis. There was evidence of 
hyperkeratinization in these involved areas. On 
the hard palate there was also a roughened area, 
bluish in color, which is also a part of this picture 
of Darier’s disease. On each buttock there was 
a large granulomatous mass of mulberry topo- 
graphy which was tender and bled very easily. 
On the basis of these findings, the diagnosis of 
keratosis 


follicularis was made. The routine 


laboratory data is unimportant. 


A resume of the treatment and progress of the 
case is as follows: He has been given Donovan’s 
solution, minus II daily since his admission. A 
biopsy of a piece of tissue taken from the back 
of the leg was done and the pathologist reported 
“A slight area of degeneration on the surface, the 
underlying cells proliferating and showing early 
malignant changes.” Following this report the 
masses on each buttock were cauterized with the 
actual This cauterization seemed in- 
adequate and on April 4, 1930, he was given 


radium into the masses. 


cautery. 


The lesions seemed to 


improve and six weeks later radium was given 
again. Following this last radium treatment a 
large slough developed in the mass in the right 
buttock which slowly healed. On January 3, 1931, 
a slough developed in the left buttock which is 
healing slowly at the present time. He has also 
been given mercury, bismouth and mixed treat- 
ment. It is interesting to note that the general 
health of this patient has been good. 


TWO CASES OF PULMONARY TU- 
BERCULOSIS TREATED BY ARTI- 
FICIAL PNEUMOTHORAX. — Pre- 
sented by G. H. Faget, M. D. 


Artificial pneumothorax is the greatest 
advance that has ever been made as the 
treatment of pulmonary tuberculosis. By 
it, many otherwise hopeless cases are saved 
or have their lives prolonged. Since its 
general adoption about 25 years ago, its 
popularity has steadily increased so that 
at present it is used in as high as 20 per 
cent of the patients in some sanatoria. 


Each patient for this operation should 
be individually and carefully selected. 
There shou'd be no hesitation in extensive 
unilateral cases. In those with bilateral 
involvement, the lesions in the better lung 
should be small in extent, not very active 
and preferably situated in the apex. Asa 
means of checking uncontrollable hemop- 
tysis, it will often prove a life-saver. 


The technic can be found in any text- 
book on the subject. I would like to draw 
special attention, however, to a few im- 
portant points which are often overlooked 
and which adds to the simplifying as well 
as the safety of the operation. 


First, the simplest way of making the 
primary pleural puncture is with an ordi- 
nary 19 gauge hypodermic needle, the point 
of which has been filed to a short blunt 
bevel. The thorax is punctured with this 
needle while attached to a glass syringe 
partly filled with the anesthetic solution. 
As soon as the point enters the pleural 
space, the fluid level in the syringe will be 
noticed to slowly drop due to suction from 
the negative intrapleural pressure. This 
is the surest way of knowing just when 
the pleural space has been reached. 


‘Second, never start the primary pneu- 
mothorax inflation until the manometer 
registers a good negative pressure with 


free respiratory ossilations. The usual 
pleural pressure will be found to vary 
between -4 and -10 mm. of water. A nega- 
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tive pressure of less than -3 during full 
inspiration is a contraindication to turning 
on the air. 


Third, for an initial pneumothorax in- 
jection, the water in the two bottles of the 
pneumothorax apparatus should be on a 
level. Under these circumstances (i. e., at- 
mospheric pressure) the induction of the 
pneumothorax depends upon the negative 
pleural pressure drawing the air into the 
pleura from the proximal bottle. This pre- 
caution practically eliminates the danger of 
air embolism. With later refil's, a positive 
pressure can be used by elevating the distal 
bottle without danger, since the two pleural 
layers have already been separated by a 
previous pneumothorax. 


Fourth, small inflations (about 400 c. c.) 
at frequent intervals are better than larger 
ones at longer intervals. The advantages 
of the small refills are first, a more gradual 
change in the intrathoracic viscera to 
which the patient can more easily adjust 
himse’f, second, the stretching of adhe- 
sions rather than their tearing which is 
dangerous, and third, the smaller fluctua- 
tions in pleural pressure which are thought 
will lessen the tendency to pleural effusions. 

Fifth, the use of the fluoroscope at 
frequent intervals is of great importance. 
The things to be noticed by fluoroscopy 
are: any shifting of the mediastium; the 
kinds of adhesions, the degree of co'lapse 
of cavities, the formation of pleural effu- 
sion, and the condition of the opposite 
lung. 


Case 1. H. K., merchant seaman, 27 years old, 
first came under my care upon admission to the 
Marine Hospital at Fort Stanton, New Mexico, 
on July 12, 1929. 


Present history: Patient states that he first 
noticed that he was always feeling tired in 
January, 1929. At that time he had a productive 
cough, no appetite and was losing weight. There 
was a little fever and a few night sweats. The 
ship’s doctor examined him and told him he had 
tuberculosis. On February 21, 1929, he entered 
the Marine Hospital at Baltimore where his 
sputum was positive and at which time he had 
lost 16 pounds in weight. Roentgen-ray showed 


extensive infiltration left above 3rd rib with 


cavity. Right slight infiltration apex. 


The sputum was consistently positive and there 
was afternoon rise of temperature and rapid pulse 
while patient was confined to bed. It was con- 
sidered that his disease was very active and that 
pneumothorax was indicated without 
delay. The patient consented to the operation 
and the first inflation was given 8 days after 
admission. 


artificial 


Aside from a small pleural effusion during the 
early months, there was no postoperative com- 
plications. For the first two months there was 
a febrile reaction. The sputum remained posi- 
tive about four months. He was treated as a 
bed patient for the first six months. The cavity 
proved very resistant to collapse on account of 
adhesions and was only completedly closed after 
nine months and after the pleural pressure had 
gradually been raised to 2 or 3 plus. 


After 8 months of pneumothorax therapy, the 
patient was put on a course of supervised exer- 
cises with pulse and temperature checks. There 
were no untoward effects and shortly afterwards 
the patient started to work in a cleaning and 
pressing business. Without any iil effects he 
followed this occupation during the last nine 
months of his stay at Fort Stanton. 


On February 16, 1931, he was admitted to this 
hospital for a short period of observation and to 
continue the pneumothorax inflations which he 
was receiving every two weeks. Examination 
showed complete collapse of left lung by pneu- 
mothorax and no signs of activity in right lung. 
The patient is in good health, feels as well as he 
ever did and is back to his normal weight with 
a negative sputum. He realizes that he has about 
1% to 2 years of pneumothorax ahead of him but 
knowing what his condition was before undertak- 
ing treatment, he is convinced that it is a life- 
saver for him and will continue it willingly. 


Case 2. R. V., merchant seaman, aged 24 years, 
was admitted to this hospital on September 23, 
1930, complaining of “fever” of three weeks 
duration. Accompanying the fever there was 
cough and slight expectoration. He also com- 
plained of night sweats and pain in left lower 
chest. The physical findings in the chest were 
impaired resonance over upper part of left lung 
with broncho vesicular breathing and increased 
whispered voice and medium rales in same area. 
The roentgenologist reported extensive involve- 
ment of left lung with cavitation at apex. Labor- 
atory report showed positive sputum (besides 3 
plus Wassermann and hookworm ova). 
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Clinically, there was a febrile course, with 
variation between 36° C. and 39.8° C. during the 
first week. With bed rest this gradually declined 
to a maximum of 38° C. during two months of 
observation. His cough remained productive and 
his sputum positive. Under these conditions pneu- 
mothorax was decided upon November 20, 1930. 
Since then 20 inflations have been given. 


There has been a marked improvement. Expec- 
toration is at present very scanty and sputum 
negative. Temperature subsided to normal in six 
weeks and remained normal for three weeks. 
Following a small effusion there was an elevation 
with peaks of 0.2 to 0.8 daily for a few weeks 
but it is normal again since February 4th and 
there has been no spread to the good lung. The 
prognosis seems favorable. 


THE TREATMENT OF ENTAMEBIC 
DYSENTERY BY DUODENAL IN- 
JECTION OF IPECAC.—Presented 
by W. E. Anderson, M. D. 


No attempt shall be made in this brief 
discussion to review the literature on the 
treatment of entamebic dysentery but we 
will consider rather briefly the pathology 
and clinical symptoms before outlining the 
treatment and the results obtained in 
handling six uncomplicated cases here 
recently. 


Pathology: Any part of the large in- 
testine may be involved and a very early 
lesions consists of small raised hemor- 
rhagic areas which later lose their surface 
epithelium. The destructive lesions of the 
intestine consist of small erosions which 
may involve the mucosa alone, of ulcers 
with a crater-like appearance with un- 
dermined margins and finally of large 
irregular shaped ulcers whose bases are 
formed of muscular coat or even peri- 
toneum. These large ulcers are often 
formed by the coalescing of smaller 
neighboring ulcers through sinus com- 
munications formed in the submucosa, 
the overlying muscularis and submucosa, 
there sloughing off. The most typical 
amebic ulcer is the flask shaped one due 
to spreading out of the amebas in the 
submucous coat, the edges being formed 
of the overlying basement and mucous 
membranes. The accumulations of amebas 


in the submucosa tissues are attended by 
a low grade inflammatory reaction with 
edema, lymphocytic infiltration and fixed 
tissue proliferation. The amebas are par- 
ticularly found in the edematous tissues 
beyond the areas of most acute inflamma- 
tion in which intestinal bacteria also play 
a part. In some cases the tissues seem 
little able to resist infection and large 
gangrenous ulcers result, the walls of 
which are soft and the bases of which are 
formed of blackish or greenish sloughing 
tissue in which numerous cocci bacilli and 
sometimes amebas are found. It is the 
opinion of some writers that these changes 
are not produced entirely by the amebas 
but are probably chiefly due to the bac- 
teria. Another process sometimes observed 
in the intestine in amebic dysentery is a 
diphtheretic one which is also probably 
caused by the bacteria present in the 
intestine. We will not discuss the path- 
ology of the complications which include 
abscess of the liver, lungs, brain and 
peritonitis. 


Symptoms: Cases of entamebic dysen- 
tery differ greatly in character and 
severity but for convenience of discussing 
the clinical course of the disease, the 
case may be grouped under (1) mild or 
latent forms; (2) those with acute onset; 
and (3) advanced or chronic forms. 
Cases with grave intestinal lesions may 
sometimes come to autopsy in which the 
individuals had during lift no intestinal 
symptoms sufficiently prominent to attract 
attention. While individual cases may 
vary widely, there are nevertheless. some 
features which are common in at least the 
majority. These are the irregular course 
marked by periods of intermission and 
exacerbation; abdominal symptoms; the 
appearance of mucus in the stools, and the 
tendency to chronicity. A phenomena 
peculiar to the malady is the occurrence 
of amebic liver abscess. 


Treatment: Among the many remedies 
which have been used in the treatment of 
this serious disease, the following may be 




















mentioned: ipecac and its derivatives, the 
arsenicals, chapparo amargoso, quinine, 
oil of chenopodium, salicylic acid, anayodin 
and yatren. 


The partial failure of all emetine 
methods satisfactorily to cure amebic 
dysentery is probably explained by the 
fact that the active harmful parasites are 
located at the base and undermined edges 
of ulcers which are plugged up with a 
thick, tenacious substance consisting of 
mucus, blood, degenerated mucosa and 
dead and dying amebae and their secre- 
tions. Ordinary enemas do not clean out 
these plugs but active saline catharsis does 
remove much of the debris. The ideal 
treatment would seem to consist, therefore, 
in thoroughly cleaning out the ulcer craters 
by means of saline catharsis and then the 
rapid diffusion of the destructive agents 
through the whole bowel so that every 
ulcer will be treated. Not long ago Ander- 
son described the transduodenal method 
employed by him for the past seven years, 
which is as follows: 


(1) The patient is put on a nutritious 
lacto-farniaceous diet, with frequent feed- 
ings. (2) In the morning after a twelve 
hour fast, a regulation duodenal tube is 
passed well into the patient’s duodenum, 
its location being determined by the usual 
methods, preferably by roentgen-ray. The 
tube may have to be passed the night 
before where much pylorospasm exists. 
(3) The pylorus is encouraged to close by 
giving the patient 4 or 5 ounces of cold 
milk to drink alongside the tube. (4) A 
Jutte transduodenal lavage is performed— 
500 c. c. of a 10 per cent aquaeous solution 
of sodium and magnesium sulphate is 
allowed to run slowly through the tube 


into the duodenum. This usually produces 
a copious, watery evacuation in from 
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20 to 30 minutes, and can be shown to 
clean out the ulcer bases very satisfactorily. 
(5) Twenty minutes after administration 
of the hypertonic salt solution, there is 
poured down the tube a suspension of 
1 dram of powdered ipecac in 100-200 ec. c. 
warm water and this is followed by 50 c. c. 
more of water to wash out the tube. The 
tube is left in situ for a few minutes as in 
its removal a little ipecac might be carried 
into the stomach and occasion very per- 
sistent vomiting. (6) An hour or so fol- 
lowing this treatment the patient resumes 
his feedings. (7) These treatments are 
repeated daily for seven days and are fol- 
lowed by an interval of seven days, and 
then another seven days course of treat- 
ment. This technic was carried out in 
our method of treatment except that we 
did not inject the ipecac daily, never 
oftener than every other day. 


A. B., a foreign seaman, 32 years of age, 
entered the hospital with the chief complaint of 
general weakness and an intermittent diarrhea of 
3 years’ duration. When the patient entered the 
hospital he was markedly dehydrated and exsan- 
gumated for he had been having 12-15 bloody 
bowel movements daily for 20 days prior to 
Red blood count revealed 1,750,000 
with 30 per cent hemoglobin. Stool examination 
revealed ameba in large numbers. The handling 
of this case was first to treat his anemia and 
second to treat the dysentery. The patient was 
given a direct transfusion and saline subcuta- 


admission. 


neously. He was given seven treatments as out- 


lined above at intervals of two days and within 
24 hours following the first treatment, he ap- 
peared very much improved and bowel movements 
were decreased to once or twice daily. After 
two treatments the stools were negative for 
ameba and cysts. 


W. B., aged 36 years, entered the hospital with 
the chief complaint of an intermittent diarrhea 
for 6 to 7 years. He had been having 10 to 12 
bloody, mucus stools daily prior to admission. 
Physical examination was essentially negative. 
Stool examination was positive for ameba. This 
patient was given six such treatments with 
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marked improvement and stool was negative after 
first treatment. 


L. W., aged 38 years, entered the hospital with 
the complaint of a severe diarrhea which had an 
acute onset four days prior to admission with 
cramping pains in lower abdomen and a chill. 
Physical examination revealed tenderness over the 
entire abdomen and stool examination revealed 
motile ameba. The patient was likewise given 
six treatments at two and three days intervals 
with much improvement, a reduction in the 
number of stools after the first treatment, and 
absence of ameba and cysts. 


C. M., aged 65 years, entered the hospital with 
the chief complaint of a diarrhea, 8-10 stools daily. 
The first attack of dysentery dates back to 1899 
and since that time he has had five similar attacks. 
The present attack was of one month’s duration 
and was associated with nausea and vomiting. 
Physical examination was essentially negative but 
stool examination revealed ameba. He was given 
four treatments with ipecac with much symptom- 
atic improvement following each injection but 
stool examination and culture continued to reveal 
ameba. This patient was given Chapparo amar- 
gasa orally in conjunction with two other ipecac 
treatments and then the stools became negative. 


W. J. L., a lighthouse keeper, aged 38 years, 
entered the hospital with the complaint of diar- 
rhea, 3-4 stools daily. The present attack was of 
5-6 months duration. Past history revealed that 
patient was treated here seven years ago for a 
similar attack. Physical examination was essen- 
tially negative except for proctoscopic examination 
which revealed a stricture of rectum about 8 cms. 
from the anus. Stool examination was positive 
for ameba. After the first treatment patient felt 
much improved, bowels moved normally, and stools 
were consistently negative. Stricture of rectum 
was treated by dilatation with bougies upon two 
oceasions and patient was allowed to return to 
his family physician for further treatment. 


H. W. F., aged 33 years, entered the hospital 
with a complaint of a bloody, mucus diarrhea of 
1 year’s duration. The only positive findings 
were ameba in the stools. After the first treat- 
ment, the patient felt much improved and he was 
given two other treatments. Following these he 


requested to leave the hospital and it was granted. 
Three weeks later he returned to the hospital 
with the complaint of diarrhea and cramps in the 
stomach. Stool examination failed to reveal the 
presence of ameba but smear made at the time 
of prostoscopic examination revealed them. He 


is under treatment here at the present time for 
this condition. 


SUMMARY. 


Our results obtained by this method of 
treatment have been very striking, for in all 
cases symptomatic improvement was noted 
24 hours following the first treatment and 
in most cases the stools remained negative 
for both ameba and cysts. We have not 
been able to follow these cases as we would 
like to but we have had only one return 
as yet and this patient had to leave after 
having only three treatments. This type 
of treatment appears to be very logical to 
me and I think it is worthy of further 
investigation and trial. 


ABSTRACTS OF THREE INTEREST- 
ING AUTOPSY CASES.—Presented 
by W. C. Dreessen, M. D. 


Primary Carcinoma of the Liver—C. W. M., 
a white male, aged 65 years, entered the Marine 
Hospital on August 25, 1930, with a history 
suggestive of pyloric obstruction. He had had 
gastric distress since March, 1930, and vomiting 
since July 21, 1930, and had lost 62 pounds in 
the six months prior to admission. 


On physical examination the abdomen showed 
occasional peristalic waves. The mass was noted 
in the upper right quadrant about the size of a 
grapefruit, rounded in appearance and was dull 
on percussion. This dullness was continuous with 
that of the liver. Lateral to the mass, the liver 
was enlarged 3 to 4 fingersbreadth below the 
costal margin. The mass was firm, smooth and 
moved with respiration and felt more like a tense 
cyst than a fibrous growth, yet a fluid wave was 
not demonstrable. The mass appeared fixed to 
the liver and did not vary with changes in posi- 
tion. There was no tenderness. As a matter of 
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fact, the patient had not been aware of the growth 
until his attention had been called to it by the 
interne making the original examination. 


Roentgenogram showed a definite filling defect 
of the pylorus. Enormous enlargement of the 
liver was present, interpreted as probably pri- 
mary carcinoma of the liver with involvement of 
the pylorus. Fluoroscopy showed no obstructing 


gastric lesion. 


Laparotomy on September 5, 1930, revealed 
inoperable carcinoma of the liver which was con- 
sidered by the surgical staff as probably secondary 
to gastric malignancy. Patient was returned to 


ward in poor condition and died a few hours later. 


At autopsy the liver was found to be enor- 
mously enlarged, weighing 4150 grams. It was 
relatively fim and the anterior surface pre- 
sented a few neoplastic nodules which were firm, 
yellowish brown in color. Attached to the right 
lobe of the liver by broad base was a tumor mass 
which was felt on the physical examination. This 
mass was rough and irregular on its outer surface 
and on sectioning it offered only slight resistance 
to the knife. Its mottled cut surface showed areas 
of pinkish grey cellular tissue separated by 
strands of connective tissue and dirty greyish 
areas with hemorrhagic zones. The mass was 
friable and while hemorrhage was abundant, it 
was difficult to demonstrate blood vessels. Near 
its attachment to the liver the tumor had destroyed 
liver substance except for a narrow rim. The 
structure was that of a primary neoplasm of the 
liver. 


Tuberculoma of the Pons with Miliary Tuber- 
culosis—J. S., merchant seaman, white male, aged 
44 years, was admitted to this hospital on Octo- 
ber 14, 1930, with diagnosis of acute adentitis of 
left cervical gland and right facial paralysis. 


He had had tuberculous glands removed from 
the right side of neck at 12 years. The right facial 
paralysis was the result of an operation for a 
tumor in the region of the lobe of the right ear. 
The gland on the left side of the neck had pro- 
gressively increased in size over a period of 
70 days. (It will be of no interest in this dis- 
cussion since at postmortem it was found to be a 


cyst of submaxillary gland.) There had been no 


subjective symptoms. He had had a pulmonary 
hemorrhage April, 1930. 


Chest findings on October 15 pointed to in- 
filtration of the lungs by a pneumonic process 
from 5th dorsal spine and 4th rib up on the right 
side and from 4th dorsal spine and 2nd rib up 
on the left side. 


The right knee jerk was somewhat exaggerated. 

Roentgenogram of the chest was reported as 
follows on October 18, 1930: “Extensive pulmon- 
ary tuberculosis of both lungs miliary in type 
with small cavity on left apex.” Sputum was 
positive for tubercle bacilli on November 8, 1930. 
November 13 patient complained of numbness of 
the right side of his face, right arm and leg. 
Marked weakness of the right leg was noted with 
flexion of the foot. Weakness of the right grip 
was also noted. No apparent reflex changes, how- 
ever, were noted at that time. 


On November 22 he complained of occipital 
headaches. November 26 the pulse was extremely 
rapid and respiration were labored. His throat 
filled with secretions and interfered with respira- 
tion. Throat reflexes were apparently reduced. 
He was stuporous but meningeal signs of irrita- 
tion were negative. Stupor progressively in- 
creased and toward the end there was marked 
drolling from the mouth and patient died Decem- 
ber 1, 1930. 


At autopsy the brain was generally congested 
on its outer surface but free from exudate. The 
base showed a globular mass occupying the entire 
left side of the pons and extending into right. 
On section it was found to measure 2.5 cm. in 
diameter and was suggestive in appearance to 
either a tuberculoma or gumma. 


Histopathology showed it to be a large caseat- 
ing tubercular mass with discrete tubercles in 
periphery; lungs miliary tubercles; larynx: Tu- 
bercular laryngitis; spleen: While grossly failed 
to show tubercles in microscopic section, miliary 
tubercles were noted; pancreas revealed small 
tubercles with tuberculous reaction on serous coat 
in microscopic section. 


Pulmonary Tuberculosis with Extensive Cavita- 
tion of Both Upper Lobes.—M. S., a colored male, 
aged 40 years, entered this hospital on January 3, 
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1931, with diagnosis of laryngitis, cause undeter- 
mined. A good history was difficult to obtain 
because of the extreme weakness of the patient 
and his virtual inability to talk. He had had pain 
in his chest for several years. Hoarseness and 
pain in throat was 2 months in duration. During 
the two months there had also been progressive 
weight loss, fever, night sweats and a chronic 
productive cough. 


On examination the patient showed typical 
phthisical facies. The findings in the chest were 
in keeping with this general impression and 
pointed to extensive involvement of both lungs 
from 5th to 6th dorsal spines and 3rd ribs up on 


both sides with possible cavitation. 


The roentgenogram of the chest was of especial 
interest because on first observation it gave the 
impression of collapse of the upper half of both 
lungs. On closer examination, however, the sup- 
posed collapse was considered as extensive cavi- 


tation. 


The case was terminal on arrival at the hos- 
pital and the patient progressively grew weaker 
and died on January 8, 1931. 


At autopsy the clinical diagnosis of extensive 
cavitation of both apices was born out. The 
specimen here shows how the entire parenchyma 
of the upper lobe has been destroyed and the 
tuberculous involvement of the lower lobes. The 
other lung presented essentially the same picture. 


Actinomycosis of the Brain.—M. C., a colored 
male of 37 years, came into the hospital on Octo- 
ber 18, 1930, complaining of inability to use his 
left arm. 


His father, mother and two brothers had died 
of pulmonary tuberculosis. 


October 17, 1930, a tingling sensation was 
noticed in his left fingertips. This was followed 
shortly by a period of unconsciousness and on the 
return of consciousness inability to use the left 
arm was apparent although he was able to walk. 
On the nineteenth and twenty-first of October he 
had two similar attacks, the last leaving him un- 
able to walk. On October 22 he had had pains 
up and down his back. 


The important physical findings were that the 
pupils were dilated and reacted suggishly to light. 


The tongue on protrusion deviated to the left side. 
A spastic paralysis of the left arm and leg was 
present; patellar reflexes left-hyperactive; right- 
hyperactive; biceps-left hyperactive; rightnormal. 
Nuchal rigidity was present. Brudzinki’s sign 
was positive; left facial weakness. 


Spinal fluid, October 22, showed 3 plus globulin 
and was cloudy. Total cells numbered 1346, 
largely polymorphonuclears. Smears of cen- 
trifuged specimen with Gram’s and acid fast 
stains were negative for micro-organisms. Spinal 
fluid pressure was 30 m.m. and rose to 38 m.m. 
on jugular pressure. 


A diagnosis of cerebrospinal meningitis of un- 
determined cause was made and intensive treat- 
ment with various brands of antimeningococcic 
sera was immediately begun, being given intra- 
spinally 3 times a day during the first four days, 
of his illness, twice a day for next 2 days, and 
once a day thereafter. No satisfactory response 
A terminal lobu- 
lar pneumonia was noted on October 30 and 
patient lapsed into coma and died October 31. 


was noted to serum treatment. 


Routine urine, feces, sputum and blood Wasser- 
All speci- 
mens of spinal fluid were consistently negative for 
micro-organisms. 


mann were negative on admission. 


Pathological findings: 
showed considerable 


The base of the brain 
infection throughout. An 
abscess was demonstrable on the middle of left 
temporal lobe. There was some increase in the 
inflammatory response between cerebrum and 
cerebellum. Microscopic tubercles were not dem- 
onstrable. The medulla and upper portions of the 
cord also showed some inflammatory response. 
The upper surface of the brain was intensely con- 
gested and little exudate 
although there was some clouding of the pia 
arachnoid. Palpation of the surface revealed an 
abscess cavity in the upper parietal portion of the 
right cerebrum. Smear from the abscess was re- 
ported as follows: 


showed relatively 


“Gram positive pleomorphic 
streptothrical organisms seen with variation in 
size and many are beaded.” 


reaction 
characterized by endothelial cells predominating. 
Right kidney showed an abscess 4 c.m. by 2 c.m. 
at its lower pole with an associated acute pyelitis. 


Histopathology showed meningeal 
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THE AMERICAN MEDICAL ASSO- 
CIATION IN NEW ORLEANS. 

The decision of the House of Delegates 
of the American Medical Association to 
come to New Orleans for their Annual 
Meeting in 1932 is one which has been re- 
ceived with a great deal of enthusiasm by 
the local doctors in the city and one which 
we presume will be received with equal 


ardor by the doctors of Louisiana, as well 
as those in Mississippi. The Annual Meet- 
ing of this great Association is one which 
is unsurpassed by any convocation of any 


Willie H. Watson, M. D. 


medical organization in the country. There’ 
is proffered to the physicians a magnificent 
program, which is supplemented by a scien- 
tific exhibit which graphically illustrates 


recent advances in medicine. To the scien- 


tifically inclined physician or to the one who 
is anxious to learn, more information may 
be obtained during the week that the 
American Medical Association holds forth 
than by any other method of instruction in 
which we are familiar. One of the minor 
features, but no less important at least to 
some men, lies in the fact that it is possible 
judiciously to interchange the scientific 
with the social. Entertainments are pro- 
vided for the socially inclined, and for the 
wives of the doctors also an interesting 
program is arranged. 


It would seem that now would be a par- 
ticularly appropriate time for those doctors 
not in organized medicine to become mem- 
bers of their Parish and State Societies, so 
that they may ultimately become members 
of the great mother of American medicine, 
participate in the advantages of member- 
ship, and become active protagonists of 
organized medicine. Unfortunately, these 
suggestions will not reach the eyes of the 
men who are not members of the State 
Society, but to those that read these para- 
graphs and who are workers in organized 
medicine let it be suggested that they place 
before their brothers without the fold the 
advantages of membership in the state 
leading to ultimate membership in the 
national organization, so that Louisiana 
and Mississippi may come to the approach- 
ing meeting of the American Medical 
Association with a very large percentage 
of the doctors in the State fellows of the 
organization, who, appreciating the advan- 
tages of membership when they attend the 
Annual Meeting, will permanently become 
active workers in organized medicine. 


Now is the time for Louisiana and 
Mississippi doctors to join their State 
societies. Let us all now get after the man 
who is without and on the outside. 





Editorials 


UNDULANT FEVER. 


It is rather interesting to speculate upon 
some of the infections which might by 
chance be called new, in that their recog- 
nition or the appreciation of them is lacking 
up until a comparatively few years ago. 
Two outstanding examples of this, undulant 
fever and tularemia, are obvious, two dis- 
eases which have apparently only been 
present in civilized communities or in cer- 
tain sections of the world within the last 
several years. 


A recert Milroy lecture by Surgeon 
Captain Dudley discusses, after a careful 
survey of naval records of a hundred years 
ago, the explanation as to why undulant 
fever should be at the present time rela- 
tively common. In the British Navy un- 
du ant fever was extremely rare prior to 
1855. By 1882 its incidence had doubled. 
This increase may be explained by the fact 
that goat’s milk was not barred from the 
ships nor were the men prevented from 
drinking it. When the ship’s crew were 
forbidden to take goat’s milk undulant 
fever promptly disappeared, but recently it 
has come about again that the disease is 
prevalent and present in the ships that are 
on the Mediterranean service. This is now 
attributed to the presence of Br. abortus in 
- cow’s milk. This organism, however, was 
known to be present in infected cows since 
1897. Something has occurred which has 
made this particular germ pathogenic for 
man. Theobald Smith has called attention 
to this particular type of undulant fever, 
saying that its vresence can not be ex- 
plained merely because the disease escaped 
the notice of American doctors prior to 
1922. What probably has happened has 
been that either these bruce'la infections of 
cattle as they occur in the United States or 
in English ships, are due to an increase in 
the infectivity of the bovine type, or else 
the caprine strain has been imported and 
is now infecting animals. In certain coun- 
tries, as for example Porto Rico, there have 
been no human cases of undulant fever, 
although the infection rate of cattle with 


Br. abortus is extremely high. Dudley 
assumes from these facts that the organism, 
an occasional parasite, has wandered away 
from its specific host to adapt itself to a 
purely human environment. 





PAPERS FOR PUBLICATION. 

The editorial staff of a journal owes its 
first and greatest duty to the readers. The 
guiding principle of the editors of lay 
journals is to “give the public what it 
wants.” This is equa'ly the case in medi- 
cal journalism. Therefore, the unpleasant 
task of returning a manuscript frequently 
comes up. 


Why is it necessary to reject a paper? 
The most common reasons for rejection are: 
there are too many on the same subject 
already, the theory advanced is not sup- 
ported by the facts, a talk before a medi- 
cal society may be the basis of a good 
discussion, or may be an excellent resume 
of a subject, and as such is well worth while 
on the program of a medical society, but 
since it is composed of nothing but what 
has long been found in textbooks it is un- 
fair of the society to ask that the journal 
devote space to an article that does not 
establish new facts or methods of treat- 
ment; that does not set forth the results of 
research or experience; or that does not 
stimulate the reader to think or enable him 
to arrive at worthwhile conclusions. 


A journal has, necessarily, a limited 
amount of space to devote to papers. To 
publish everything that is sent in would 
cause a printing expense that spells bank- 
ruptcy. The readers would soon raise a 
storm of protest because of the constant 
repetition. 


The society may find other ways of com- 
plimenting an essayist without nonchalantly 
voting that his paper be published. As soon 
as the applause has subsided a moment de- 
voted to reflection should suffice in deter- 
mining whether the essay measures up to 
the standards of practicability, timeliness 
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and originality. Of course, after some 
hasty, or thoughtless, member has moved 
that the paper be published, few have the 
backbone to go to the aid of the long- 
suffering and over-worked editor, at the 
risk of offending the essayist, by suggesting 
that, while the paper was most interesting 
and well presented, it is not necessarily of 
the type that the journal publishes. 


It is respectfully suggested that the 
officials of local societies might save them- 
selves and the editors the necessity of 
making unpleasant explanations by the 
addition to their by-laws of a provision to 


govern the publication of essays presented 
to the society. 


J. S. ULLMAN, M. D. 





HOSPITAL STAFF TRANSACTIONS 


MISSISSIPPI STATE HOSPITAL. 
Fondren, Mississippi, May, 1931. 


Abstract: Bromide Intoxication.—R. B. Zeller, 
M. D. The patient, a white male, age 36, was 
admitted to the hospital March 17, 1931; occu- 
pation, reporter. 


Present Complaint: Restlessness, talkativeness, 
unsteady gait, speech thick and indistinct. 


Previous History: Has used alcohol periodical- 
ly since the age of 20, having been arrested sev- 
eral times for drunkenness and has taken treat- 
ment for alcoholism at least twice; gonorrhea in 
February, 1931. Has always been hypersensitive 
and emotionally unstable. 


Physical Examination: 
male. 


A well nourished white 
Blood pressure 117/80; chest normal. Deaf 
in left ear with absence of the tympanic mem- 
brane. No rash. Face droops slightly on right. 
Deep reflexes exaggerated. A slight urethral dis- 
charge. Some incoordination of extremities. 


Mental: Patient was euphoric with flight of 
ideas. Correctly oriented. 


Serology: Blood Wassermann and spinal fluid 
negative. Blood bromide—over 300 mg per 100 cc. 


Course: On March 19, the patient still con- 
fused mentally, tried to light a cigarette on an 
electric light bulb. Sleep continued disturbed. 


March 22, remains slightly elated, still restless 
and talkative but less emotional. 


March 25, Blood bromide concentration between 
175 mg and 200 mg per 100 cc. 


April 1, Blood bromide concentration 75 mg 
per 100 cc.; patient much less restless. 


April 5, patient appears normal mentally. The 
urethral discharge has disappeared. 


April 9, blood examination at this time shows 
no trace of bromides. He was discharged as re- 
stored on April 13, 1931. 


Diagnosis: The thickness of speech and 
marked incoordination of the extremities with his 
correct orientation suggested more than an alco- 
holic intoxication. The examination for bromides 
established the diagnosis. 


Treatment: Sodium chloride tablets, 60 grains 
each, given dissolved in a glass of water four 
times. a day, treatment being instituted the day 
after admission and continued until April 5. 
Serenium, grains 1% three times daily used for 
the urethritis. Continuous baths, sixty minutes 
each, at 95° F., given daily. 


Comment: Patient claimed a physician had 
given him some medicine for insomnia with in- 
structions to take some when he felt bad. As 
he felt bad most of the time, he had the prescrip- 
tion refilled. It suggests itself that it might be 
well to caution patients when giving bromides. 


Abstract: Carcinoma of Pancreas with Cholyli- 
thiasis.—R. B. Zeller, M. D. 


Patient: A white female, aged 63 years, mar- 
ried, admitted to the Mississippi State Hospital 
in 1905 with an uneventful record until the pres- 
ent. Mental Diagnosis: Schizophrenia. 


Complaint: On March 27, 1931, patient 
showed loss of appetite and expressed a desire to 
remain in bed. 


Family History: 
“liver trouble.” 


Mother died at age 60 from 


Personal History: Yellow fever at age 36. 


Physical Examination: Patient was obese with 
a normal pulse, temperature and respiration. No 
abdominal masses could be palpated, no pain or 
tenderness. March 30, slight jaundice of the 
skin first noticed. 


Urinalysis: Acid reaction; sp. gr. 1018; albu- 
men present; fatty and granular casts noted. 


Stools: No parasites, occult blood or undi- 
gested fat particles noted. 
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Blood: 3,200,00; Hb. 46 per 
cent; leukocytes 7,600 with 76 per cent polymor- 
phonuclears; 


Erythrocytes, 
Wassermann reaction negative; 
Blood sugar 170 mg per 100 cc.; Van den bergh 
8.6 mg. per 100 cc.; icterus index 11.2; sedimen- 
tation index (1 hr) 31. 


April 1, 
Heart action continues strong. Abdomen flat and 
without tenderness. 


jaundice progressively increasing. 


Diagnosis: Considering the age of the patient, 


the deepening painless jaundice, the secondary 


anemia, marked sedimentation index and evi- 


dences of obstruction, a diagnosis of carcinoma 
of the head of the pancreas was made. 


Course: On April 8, patient complained of in- 


creasing weakness, but able to get out of bed 
at times. 


April 15: Urine alkaline in reaction with neither 
albumen nor casts. Pulse rate 80; temperature 
98.2; respiration 18. 


April 19: Temperature 100, pulse 128, respira- 
tion 40. Patient still does not complain of either 
pain or tenderness. Appetite is poor. 


Anril 20: Patient died this afternoon. Was 
drowsy and showed considerable respiratory dis- 
tress just before the end. 


Autopsy: At autopsy, Dr. D. D. Baugh found: 
An obese elderly female, jaundiced, post mortem 
lividity present. Chest apparently normal ex- 
cept for hypostatic congestion. No excess of 
peritoneal fluid found. Liver normal in size, 
edges rounded and gall-bladder showed a thick- 
ened wall; twelve stones were removed from 
the bladder with four to six facets each, varying 
in size from a marble to a small pea, smooth 
brownish cholesterine composition. Total weight 
of stones 16.5 gs. Two smaller stones were re- 
moved from cystic duct; none found in common 
duct and no purulent material. Following the com- 
mon bile duct downward, a hard mass was found 
which held the duct in its border. The mass, 
which proved to be the head of the pancreas was 
firm, nodular, flattened, and the size of an apple. 
The remaining part of the pancreas and the 
other abdominal viscera were grossly normal in 
appearance. 


Comment: The insidious onset without any 
complaint except that of weakness and the rapid 
termination of the case were of interest. The 
stones found in the gall-bladder which apparently 
had caused no inconvenience were also of in- 
terest. 


VICKSBURG SANITARIUM AND CRAWFORD 
STREET HOSPITAL STAFF MEETING. 


JUNE 10, 1931. 


Abstract: Fracture of Cervical 
A. Street. 


Vertebra.—Dr. 


Patient: 
child. 


White, female, aged 42, married, one 


Complaint: Fell backward from a swing ten 


days ago and was unconscious for about six 
hours. Since the accident, there has been much 
pain, which is sharply accentuated by head 
motion. There has been no paralysis, no areas 
of anesthesia and no paresthesia. No headache. 
General health, appetite and digestion are good. 


Physical Examination: There is sharp pain 
in the neck on active or passive rotation of the 
head. There is tenderness elicited by pressure 
on the spinous processes of the fourth and fifth 
cervical vertebrae. Examination otherwise not 
remarkable. Temperature normal. 


Examination of blood and urine showed noth- 
ing abnormal. 


Roentgen-ray examination showed fracture of 
the lower anterior portion of the body of the 
fifth cervical vertebra with the fragment dis- 
placed downward and forward. 


Treatment: The neck was immobilized by 
application of plaster to shoulders, neck and head. 


Discussion: The most important element of 
fractures of the spine is damage to the cord, and 
in the days before the common use of roentgen- 
ray diagnosis, spine fractures were occasionally 
diagnosed on the finding of evidence of cord 
damage alone. Since perfection of roentgen-ray 
technic and its extensive use in spine injuries, 
many fractures, without cord symptoms and with- 
out visible deformity, are being detected that 
formerly would have been overlooked. 


Abstract: Carcinoma of the Cecum.—Dr. J. A. 
K. Birchett, Jr. 


Patient: 
children. 


White, female, aged 64, married, five 
Admitted to hospital May 7, 1931. 


Chief Complaint: Lump in lower abdomen 
with cramp-like attacks of pain. 


History of Present Complaint: Has noticed 
a sense of fullness or weight in the right lower 
abdomen for the past year: has gradually in- 
creased in severity. For the last six months has 
noticed that mass seemed to get larger at times 
with severe colicy pain and sensation of some- 
thing moving in the abdomen. While working, 











as stooping over flower bed or leaning over, the 
pain would come on suddenly and be lancinating, 
abating as soon as position was chaged. Has 
been troubled with constipation for ‘the last 
five or ten years; now always has to take a laxa- 
tive to get bowel movement. No intermittent 
attacks of diarrhea; never passed any blood or 
mucus from bowel in any large amounts but has 
been known to have had what she thought was 
bleeding piles two years ago. 


Post History: Has had five children; no oper- 
ations. For past two years has been suffering 
with severe headaches and vertigo and has been 
told that she had severe kidney disease. No 
digestive disturbance except constipation which 
is getting progressively worse. Bowel move- 
ments lately have been accom~anied by ~ain and 
straining. Has marked palpitation and dysDnea 
on exertion but this is relieved by rest. Had 
menopause at 41; no discharge or bleeding since 
that time. 


Family History: An adopted orphan; no ante- 
cedent history obtainable. 


Physical Examination: Small, rather poorly 
nourished white female, past 60 years of age; 
walked into clinic. Hair gray; false teeth; throat 
negative; no thyroid enlargement. Heart rate 
88; no murmurs. Blood pressure 190/100; lungs 
negative. Abdomen shows some gaseous disten- 
tion and a mass in right lower quadrant in region 
of cecum, freely movable, seeming to get smaller 
under gentle pressure but patient complains of 
pain upon manipulation. Pelvic examination not 
permitted. Skin rather dry and slightly dis- 
colored; extremities negative. 


Procedure: From the history of bowel dis- 
turbance and severe constipation, it was thought 
that the palpable mass was a tumor in connection 
with the colon, in the vicinity of the cecum. For 
this reason a barium meal was given to follow 
the passage of the barium and to outline the exist- 
ing mass. Before the meal was given, however, 
a barium enema was given which stopped at the 
upper border of the mass, which was found to 
extend into the ascending colon. The barium 
meal given the next day showed a narrowed lumen 
of the cecum and ascending colon with only a 
small trickle of barium passing through. From 
this evidence, a diagnosis of an obstructing mass 
in the ascending colon and cecum, probably 
malignant, was made and exploratory operation 
advised. 


One week of preliminary treatment included 
enemata daily to lower bowel, the administration 
of glucose intravenously and daily stomach lavage 
to educate the patient and get her accustomed to 
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the use of the tube so necesary as a post opera- 
tive means of treatment. 


Surgical Procedure: Under spinal anesthesia, 
a long right rectus incision was made. The peri- 
toneum was normal. The mass noted at exami- 
nation was a large, indurated cecum with edema- 
tous congested appendix. The terminal ileum 
for a distance of ten to fourteen inches was 
leathery in appearance and feel and twice the 
normal size. No visible peristalsis in this portion 
of intestine. The cecum was movable but at- 
tached to right pelvic and lumbar shelf posteri- 
orly due to old inflammatory bands. There were 
enlarged glands posterior and in mesentery. The 
adhesions were gradually freed and the cecal 
mass lifted out of wound as the peritoneal reflec- 
tion was cut away rosteriorly. The ascending 
colon was ligated between intestinal clamps and, 
placed well above the annular growth, the distal 
end of colon closed and turned in making a blind 
pouch. The next step was the securing of the 
blood supply of the cecum, which was done care- 
fully and close to cecum to avoid the middle colic 
artery and its main branches. With the ligation 
of the mesentery, the terminal ileum was divided 
two inches from the ileo-cecal valve and the 
proximal end turned in and closed. Six inches 
from the end the ileum was anastomosed, side 
to side to the transverse colon and the end of 
the ileum brought out of the lower end of the 
wound to be opened later if enterostomy was 
thought advisable. 


Subsequent: Patient was in good condition at 
close of operation. Blood pressure 140/90; pulse 
120. The post-operative period was uncompli- 
cated for the first 96 hours on intravenous glucose 
twice daily and gastric lavage with duodenal 
tube; no rise of temperature and no evidence of 
reritoneal irritation, no abdominal distention. 
There are passages of gas from lower bowel 
with small amount of fecal matter which was evi- 
dence of functioning ileo-colostomy. On the 
morning of the sixth day, patient began to com- 
plain of headache and developed delirium with 
accelerated pulse rate, up to 140. Pulse full and 
strong. No evidence of hemorrhage. Blood, 
pressure was 150, systolic. The cerebral condi- 
tion was judged to be of toxic origin and at this 
stage 500 cc. of citrated blood was given in the 
vein but with no improvement in the mental 
condition. Patient gradually went from delirium 
into coma and died on the seventh post-operative 
day. The pulse at death was 70 with rapid 
respiration suggestive of Stokes-Adams syndrome, 
but atropine gave no improvement. A post mor- 
tem was requested but refused. 


The reason for presenting this 
1. Whether we 


Discussion: 
case is to bring out two points: 
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were justified in a one stage operation in this case. 
I believe the outcome would have been the same 
following a primary ileo-colostomy before the 
complete resection for I think that in this case 
the immediate cause of death was a cerebral 
complication. There was no evidence of any 
disturbance within the peritoneal cavity. 2. The 
many complications that can arise in surgical 
patients which are past 60 years of age: the 
* older the patient the more the risk. 


Abstract: Subacute Mastoiditis with Rupture 
Internally and Externally.—Dr. C. J. Edwards. 


On May 18, at 8:40 p. m., Master T. H. walked 
in for examination of the ear. He was a boy 
ten years of age, slight in build, small for his 
age, with a stiifness of the neck on right side, 
with head inclined towards left. Had not been 
confined to bed. Gave history of earache three 
months previously with purulent discharge. 
Swelling was of two days duration. No pain 
but interfered with movement of head. 


Physical examination revealed a right purulent 
ear, a swelling about the size of a lemon over 
the mastoid area, extending upward. Moderately 
enlarged glands of the neck on right side only. 
Swelling did not pit on pressure. Roentgen-ray 
showed a dense shadow over mastoid. Blood 
showed leukocytes, 19,400; neutrophiles 65 per 
cent. Temperature 99.8°F.; pulse 110. Immedi- 
ate operation was advised and consented to. 


Under ether anesthesia, an incision was made 
through the swelling down to the mastoid. With 
a hoe-shared periosteal elevator the periosteum 
was removed. During this act external table wa: 
broken through with escape of about two drams 
of pus and exposure of dura and lateral sinus. 
As this opening was enlarged it was found to 
extend backward and inward exposing the lateral 
sinus and dura which were covered with granu- 
lations. A small walled off abscess about one 
inch long by one-half inch wide between the 
dura and the skull extended backward and inward. 
The whole external tip of the mastoid was necrotic 
as well as the internal plate. The mastoid tip 
was lifted out and severed from the muscle with 
scissors. 


Pulse and respiration became bad and only a 
light curettement of granulations on the lateral 
sinus and dura was done. An iodoform pack was 
placed in the cavity and incision closed. 


On the third day the temperature rose as high 
as 101°F. and then gradually subsided on the 
fourth day, never later rising above 99°F. The 
dressing was kept wet with Dakin’s solution 
and was not removed for forty-eight hours, when 
a new one was applied. Patient was discharged 


on his eighth day of ilness, practically cured, 
still having a wick in the lower part of wound 
to facilitate drainage. 


Pus from mastoid 
capsulatus. 


showed Bacillus mucosus 


Abstract: Double Vagina With Two Distinct 
Uteri.—Dr. S. W. Johnston. 


My report this evening is of a negro woman, 
aged 24, who came to me on May 3, suffering 
with frequent attacks of nervous indigestion. 


On physical examination, I found a_ well 
developed colored female, weight 115 pounds, 
height 64 inches. Her breasts were well developed 
and her general condition seemed to be above 
that of the average negro woman. Her blood 
pressure was 118/70. 


She gave a history of menstruating regularly 
since the age of 13; no pregnancies nor any irregu- 
larity of menstrual flow. On vaginal examination, 
I found two perfectly developed vaginas, one 
anterior to the other. There was a well developed 
fold completely separating the anterior from the 
posterior. The posterior had evidently been used 
most in coitus because it was larger and the 
walls showed fewer vaginal folds. There were 
two distinct cervixes and both uteri seemed well 
developed. 


I have instructed this woman to report to me 
during her menstrual period so as to ascertain 
if both uteri function together. I shall report to 
you later my findings. 


CLINICO-PATHOLOGICAL MEETING OF 
OUR LADY OF THE LAKE SANITARIUM. 


BATON ROUGE, LA. 


The Clinico-Pathological Meeting of Our Lady 
of the Lake for the month took place on May 27, 
with the following members of the Staff present: 
Drs. K. Irwin, W. H. Cook, H. G. Riche, J. H. 
McCaa, W. H. Pipes, C. A. Weiss, R. McMahon, 
R. C. Kemp, T. J. McHugh, H. W. A. Lee, Cecil 
Lorio, Jas. M. Adams, T. S. Jones, J. J. Robert. 
Dr. Riche presided over the meeting. 


The cases presented were: Cardio-renal syn- 
drome, with autopsy, Dr. H. W. A. Lee; Fibro- 
cystic disease of the breast, three cases, Dr. 
Kernan Irwin. 


The following is a brief resume of the cases: 
Dr. H. W. A. Lee. 


Mrs. K. G. aged 80 years, white female. 


Chief Complaint: On March 27, 1930, patient 
was first seen by the attending physician on 
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account of vomiting coffee ground substance. 
She had a vomiting spell the day before and 
vomited about half a basin of this substance. 
When I saw her she was nauseated and had vom- 
ited a brownish fluid. Bowels have not moved 
for 3 or 4 days. 


Physical Examination: Temperature 99°, pulse 
80, blood pressure 186/108. Chest negative ex- 
cept for a slightly enlarged heart. Abdomen is 
enormously distended (which she has had for a 
year). Very tender over the epigastrium and pa- 
tient would not allow palpation to any extent. 


Past History: Patient broke her hip about 
4 or 5 years ago and has never walked since. 


Progress Notes: When I saw this patient 
March 27, she showed no signs of hemorrhage. 
I had an enema given and a prescription of novo- 
caine. All food was stopped for 24 hours. Ad- 
vised hospitalization and roentgen-ray but this 
was refused. She refused to take her medicine 
after a day or two. Her bowels would not move 
except by enema and the nurse said her stools 
were never black but light yellow. 


I saw her again April 8, when she complained 
of nausea and vomiting. Her bowels had not 
moved since April 1. I saw her again on April 
9 and 10 while she seemed to be all right. I 
was called again on the twenty-first and found 
her bowels had not moved for a week although 
she said she had taken a considerable quantity 
of purgative. 


On the first of May she was complaining of 
nausea and had a severe pain in the right foot. 
This pain had begun several days before. On 
examination of the foot, there was found to be 
gangrene of the great toe and slight discolor- 
ation of all of the other toes. Pulse 90, tempera- 
ture 99.5°. I could not make out any definite 
heart lesion and the sounds were very distant 
and inaudible. She was given digitalis and 
morphia. Her leg and foot were wrapped in 
cotton batting and external heat applied. The 
gangrene gradually spread up to about the junc- 
tion of the lower and middle third of the leg. 
Her urine was negative for sugar. It contained 
a trace of albumen. She had to have a daily 
enemata for her bowels until about two days 
before her death when she developed a diarrhea. 
Her abdomen then went down. On the afternoon 
of her death, she had a chill and died in five 
minutes. 


Autopsy Protocol: Mrs. K. G. Body of white 
female, very well nourished, 63 inches long, about 
80 years old. No rigor mortis, post-mortem 
lividity present. There is gangrenous condition 
of the right foot which extends to above the 


ankle to about the junction of the lower an 
middle thirds of the leg. : 


Chest: Lungs apparently normal. There are 
old pleuritic adhesions posteriorly and at the apices 
of both lungs. Heart is slightly enlarged. There 
is a very distinct hardening of the coronary 
arteries. Ribs break very easily. Sternum soft. 


Abdomen: Stomach was contracted so that it 
measures about 2% inches in diameter at the 
cardiac end and about 2 inches just above the 
pylorus. Externally the stomach was hyperemic. 
The mucosa was intensely hyperemic and there 
were petechial hemorrhages. Rubbing with the 
back of the knife produced a large amount of 
blood. The microscopical examination shows an 
hyperemia of the mucosa. There is no leukocytic 
infiltration. There are petechial hemorrhages. 
There is no malignancy. The muscularis is 
apparently normal. 


The liver is mottled yellow and red, nodular. 
There is a small amount of exudate along the 
anterior edge. The cut surface shows an increase 
of connective tissue. The microscopical examin- 
ation shows an increase of connective tissue, fatty 
degeneration of the liver cells. There are some 
areas that show hyperemia. 


Gall-bladder is negative. 


Spleen measures 11x4x5cm. Soft. Capsule 
smooth. There are several small white nodules 
resembling tubercles. On section the pulp scrapes 
off easily and the trabeculae are rather well 
marked. The microscopical examination shows a 
rather large amount of pulp. These are areas 
near the capsules that gives the impression of 
tuberculosis. 


Kidneys measure 9x5x4cm. They are small, 
contracted, capsule peels with difficulty and leaves 
a rough surface. There are numerous cysts of 
various sizes filled with clear fluid and some with 
bloody material. There are several small, white, 
areas under the external surface and on the 
papillae which give the impression of subercles. 
The microscopical examination shows an intense 
hyperemia with cloudy swelling of the epithelium 
and some destruction of same. There is a large 
increase of connective tissue. The tubules are 
constricted or closed in certain areas with cystic 
dilatation above. Some of the glomeruli have 
undergone fibrosis. The small white areas give 
the impression of being tuberculous. 


Pancreas is apparently normal. 
ical examination is negative. 


The microscop- 


Intestines and appendix are negative. 


Uterus and adenexa are negative. 
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All of the vessels of the mesentery, pancreas, 
spleen, and some of the stomach show an extreme 
condition of arterio-sclerosis. 

Diagnosis: 

Hepatitis, atrophic 

Spleenitis 

Nephritis, interstitial 

Hemorrhages of the stomach 

Arteriosclerosis 

Gangrene of foot. 


Mrs. Ruby S., age 25, white female. Admitted 
May 17, 1931. Discharged May 24, 1931. 


Chief Complaint: For the past month patient 
has complained of pain in the left breast. It was 
sensitive and very much enlarged. In April, 1930, 
she had a small fibroma removed from the left 
breast and she said that she had been conscious 
of it for three years. At the same time, breast 
tissue was removed from the right breast and 
she had no trouble since that time. As soon as 
the pain and swelling was felt three weeks ago, 
patient became alarmed as it was the second time 
she had trouble with the left breast. 


Past History: She had two children and three 
miscarriages. She was operated in 1930 for 
chronic mastitis of right breast and fibroma of 
left breast. 


Physical Examination: Both breasts show a 
small scar about two inches long radiating from 
the nipples. Left breast about one quarter larger 
than the right. There is a diffuse mass which is 
somewhat nodular and firm. Painful on palpa- 
tion. There is some enlargement of the axillary 
lymph glands. 

Laboratory Examinations: Urine; acid, 1.034, 
trace of albumen. Blood; WBC 4,850, L 33, M 2, 
P 63, E 1, B 1. 


Left breast was removed in toto on May 18. 


Tissue examination: Breast measure 14x8x3 
em. Nodular. On section there are numerous 
white, hard masses and streaks. Microscopical 
examination shows an hyperplasia of connective 
tissue with apparently some acini formation. 
There are no apparent signs of malignancy: fibro- 
adenoma. 


Mrs. E. B. H., age 43, white, married. 


Past History: In 1927 patient complained of 
soreness of left breast before each menstruation 
for some time. In August she developed a nodule 
of irregular shape occupying the middle of the 
breast. It was attached to the nipple. Hard and 
quite sensitive. No involvement of the axillary 
glands. Mammectomy was performed. The path- 
ological report showed a cystic fibro-adenoma. 

Present complaint is now the right breast has 
a feeling of soreness previous to each menstrua- 


tion. She has been treated for some time with 
roentgen-rays. This has apparently diminished 
the size of the “lump” in the breast. The im- 
provement has only been temporary. She was 
advised by the attending physician to have the 
breast removed. 


Physical examination is negative except for 
a large mass in the right breast. This is appar- 
ently in the glandular tissue. There is no in- 
volvement of the axillary glands. 


Laboratory Reports: Urine; acid, 1,030, nega- 
tive. Blood, WBC 8,050, L 31, M 11, P 57, E 1. 


Tissue: Right breast measures 15x15x6 c.m. 
There is a rather firm mass over the center of 
the breast. On section there is apparently a large 
increase in connective tissue. This is rather irreg- 
ular in shape and infiltrates into the surrounding 
tissues. There is apparently an increase in acini 
formation which are surrounded by a thick layer 
of connective tissue. In certain areas there is 
apparently a proliferation of new connective tis- 
sue. In other areas there are a few scattered epi- 
thelial cells. These last two are probably due to 
the roentgen-ray treatments. There is a general 
increase in the connective tissue: fibroadenoma. 


Mrs. P. H., age 46, white, widow. This patient 
has a hard lump in the right breast for some time. 
This is painful at times. 


Physical examination negative except for mass 
in the right breast. This is hard and in the breast 
tissue. 

Laboratory examination: Urine; acid, 1,020, 
faint trace of albumen. Blood count, WBC 4,750, 
L 27, M 5, P 66, E 4. 


Tissue: Right breast measures 13x13x5 c.m. 
The largest part of the center is occupied by a 
large white mass which radiates into the sur- 
rounding fatty tissue. In the center of the mass 
there is a large hematoma which is organizing. 
This measures about 2.5 cm in diameter. The 
microscopical examination shows an hyperplasia of 
connective tissue. There is apparently some in- 
crease in the number of acini. No malignancy 
could be found: fibroadenoma. 


HOTEL DIEU. 

The regular monthly meeting of the Visiting 
Staff of Hotel Dieu was held Monday, June 18, 
Dr. Theo. J. Dimitry presiding. 

The scientific program comprised: 1. The pres- 
entation of a case of Brain Abscess by Dr. Homer 
Dupuy, abstract of which follows: 


This is a case handled by Dr. Jules Dupuy and 
myself; we had the assistance of Drs. Francis 
Murphy, A. Anderson, and J. T. Nix, and there 
is glory for everyone. For we are demonstrating 
a victory as we believe the patient to be entirely 
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cured, and at the time of operation, mortality 
was 75 per cent. 


It began as a case of chronic recurring otorrhea. 
The original infection was in the middle ear. 
When the patient first came to us he was showing 
symptoms of brain abscess—very apathetic and 
of slow mentality. There had been intense head- 
aches. 


Mastoidectomy was performed as a result of 
roentgen-ray investigation, and the pain ceased, 
but patient continued apathetic, and, four days 
after the operation, developed edema of the facial 
nerve (third branch) on the opposite side. 


On June 6, the following day, patient gave a 
very remarkable sign of trouble in the temporal- 
sphenoidal lobe—word aphasia—inability to con- 
nect names of objects with the objects themselves. 
The infection of the middle ear had probably 
gone to the brain first and then to the mastoid. 


Craniotomy was performed on June 7. Foul 
pus found as soon as the dura was entered. The 
whole temporal lobe was exposed; exposure over 
the middle ear showed dura covered with granu- 
lation tissue. The abscess, fortunately, was sur- 
rounded by a very thick capsule. At least three 
ounces of pus were removed, and a rubber dam 
drain left in the wound. 


Word asphasia continued even after the opera- 
tion. On June 8 circulatory depression manifest- 
ed, and Dr. Nix suggested blood transfusion; this 
was given with the result of marked improve- 
ment. On June 12 patient was brighter, aphasia 
less, and on June 13 it had entirely disappeared. 
The rubber dam tube continued to drain and the 
sac grew smaller each day. 


The patient is presented to you tonight with 
normal temperature and pulse; the drain has 
been removed; and we believe him entirely cured. 

This case was discussed by Drs. Anderson and 
Jules Dupuy. 


2. Dr. D. N. Silverman gave a resume of the 


papers read at the recent meeting of the Ameri- 
can Gastro-Enterological Association held at At- 
lantic City. This was presented briefly as follows: 


A case of hypoglycemia by Dr. George Mizell 
of Atlanta—a not unusual condition. Patients 
complain of weakness, sweating, hunger and rapid 
pulse; it is supposedly characteristic of individuals 
in the South, because not enough attention is 
given to the ratio of carbohydrates to fats in the 
diet. Protein consumption is high. Glucose tol- 
erance tests give low readings after administra- 
tion of glucose. The condition is corrected by a 
change of diet. 

Next was a study of gastric acidity in some 
2500 cases of men, women and children by Dr. 
Frances Vanzant of Rochester, Minn. She found 
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an absence of hydrochloric acid in 4 per cent of 
the child cases, 20 per cent between the ages of 
20 to 45, and 36 per cent in the older individuals. 
This seems to indicate that if there is plenty of 
hydrochloric acid, you may live to an old age. 


Dr. Ernest Gaither of Baltimore explained the 
recent trend toward the use of histamine in the 
study of gastric secretions; he concluded that his- 
tamine is the best preparation for the determina- 
tion of diagnosis. His research covered one hun- 
dred cases. 


The effect of coffee upon digestion was discussed 
by Drs. Killian and Shattuck of New York. They 
studied the different ingredients of coffee, and 
declared that volatile oils have a detrimental effect 
in producing excessive acid, and that stale coffee 
is far worse than fresh. 


We all know what a vital condition is Addison’s 
disease. This was discussed by Drs. Aaron and 
Hartman of Buffalo. They stated that a patient 
can be kept alive several months by subcutaneous 
injection of adrenal cortex, and that, as indicated 
by their research, a deficiency of adrenal cortex 
is an important factor in this disease. 


Dr. Clement Jones of Pittsburg presented a 
case of acute hemorrhagic pancreatitis. He oper- 
ated, by opening and draining the abdominal cav- 
ity, within two hours after the onset. Patient 
was discharged well after a convalescence of 
eight weeks. 


The most interesting feature of the meeting 
were experiments presented by the famous Pro- 
fessor Walter B. Cannon of Harvard on the study 
of smooth muscles. He found that exposure to 
cold, as well as exertion, produced rapid heart 
action, and the liberation of adrenalin. Some 
of the animals tested were sympathectomized, and 
reacted in the same way. Other results present- 
ed were: That he was able to remove the entire 
sympathetic nervous system and the animals ran 
about perfectly normal; but by removing half the 
sypathetic nervous system, certain smooth muscles 
would go into action and other would not, in the 
particular region where the sypathetic system was 
not removed. He also found that the female 
could reproduce but the male could not, after 
the removal of the sympathetic system. 


On the second day, Dr. Truman G. Schnabel 
of Philadelphia discussed cases of acute abdominal 
pain similar to tabes, due to sickle-cell anemia, 
which have all the appearance of being due to a 
condition requiring surgery. 


Drs. Jordan and Kiefer of Boston reviewed 800 
cases of medical treatment for peptic ulcer. They 
found that in the duodenal ulcers, there were 9 
per cent recurrences in the first year, 46 per cent 
after five years, and 15 per cent hemorrhage. 
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Drs. Mateer and Baltz of Detroit studied the 
condition that is always with us and so annoying 
—spastic colon. They came to the conclusion 
that this is due to micro-organisms. Vaccine 
therapy was used, employing vaccines to which the 
patients showed skin hypersensitivity. The prob- 
lem is presented as to whether one is dealing with 
results of specific vaccine treatment or with non- 
specific protein therapy. 


Drs. Eusterman and Kirklin of Rochester, Minn. 
“ presented gastric lesions, and made a plea for 
more co-operation between the clinician and the 
roentgen-ray man for the diagnosis of gastric 
lesion. 


Drs. Bartle, Lyon and Sterner of Philadelphia, 
presented an interesting and instructive paper on 
the choloretic action of decholin. They found, 
from numerous experiments, that there was some- 
thing in this preparation that produced a stimu- 
lation on the part of the liver. 


The last paper was presented by the well known 
Dr. Marx Einhorn, who is nearly seventy years 
of age. He showed the manner of differentiating, 
by means of the roentgen-ray, between the lesions 
in the gastro-intestinal tract and in the kidney, 
through the use of various dyes. These prepara- 
tions are of prime importance for the diagnosis 
and treatment of digestive disturbances. 


Dr. Daniel J. Murphy presented a paper en- 
titled “Interesting Aspects of Rectal Traumatism,” 
in which he gave the classifications of rectal 
wounds and injuries and also included a brief 
resume of the status of foreign bodies in the 
rectum. His paper brought out the importance 
of the integrity of the peritoneum in all rectal 
injuries, for just as soon as the peritoneal cavity 
is opened the injury becomes a very serious one 
and the need for surgical intervention is great 
while the out-look is doubtful but grave. 


If by chance the bladder is also injured along 
with the rectum there is a serious complication 
because of the urinary infiltration which pro- 
duces a rapidly spreading necrosis. 


He described a type of rectal injury that is 
increasing in frequency especially in the indus- 
trial centers that is caused by the introduction 
of compressed air into the rectum. It is well 
understood that the slight distention of the rec- 
tum and colon with air is a great diagnostic aid 
in a number of cases, but when too much air is 
inserted the dangers of over distention and rup- 
ture are apparent. Pneumatic rupture of the 
rectum most frequently occurs as the result of 
hazing or initiating a new employee. In about 
95.per cent of these cases the unfortunate one 
is bent over and while in this posture the com- 


pressed air is turned on, passes through a small 
nozzle with a pressure ranging from 40 to 125 
pounds. The nozzle is placed at or near the anus 
and the air forcefully enters the anus and rectum 
with the possibility of a rupture of the rectum, 
sigmoid, colon or small intestins. This is usually 
followed by an out-cry of pain, fainting or col- 
lapse. In these cases the rupture occurs chiefly 
at the sigmoid flexure. 


He pointed out the fact that bleeding is en- 
countered in rectal injuries but as a rule primary 
hemorrhage is not present to a serious degree yet 
secondary hemorrhage is one of the serious com- 
plications of most rectal injuries. 


The symptoms of an anorectal injury varies with 
the extent, character and location of the wound, 
the time elapsed between when it was made and 
operation and whether or not the wound drains 
freely. 


All traumatic lesions of the upper rectum are 
more serious than those of the more distal por- 
tion because they are more frequently compli- 
cated by infection, abscess and peritonitis. 


Contused and lacerated wounds cause danger- 
ous manifestations less frequently than the deep 
punctured wounds because they are larger, more 
superfinal and drain better. 


Diagnosis: This is comparatively easy when a 
history has been taken, the manner in which the 
accident occurred, and noting the external evi- 
dences of trauma, the bruising, the swelling and 
laceration of the perianal skin or the abdomen. 
A digital or proctoscopic examination will reveal 
to a great extent the envolvement of the rectum. 


He mentioned also an aid in diagnosis that had 
come to his attention through the kindly sugges- 
tion of Dr. J, A. Danna. In cases of perforation 
into the peritoneal cavity there will be produced 
an accidental pneumo-peritoneum which can be 
shown by the use of the roentgen-ray. This aid 
was of diagnostic value in a case which will be 
reported tonight. 


Treatment: This may be simple or complicated 
depending on the type of injury, but under all 
circumstances the wound must be immediately 
cleansed and the bleeding arrested so that the 
character of the injury may be determined. In 
clean incised wounds the injury is closed with 
suture, but whenever there is a contused, lacerated 
or pneumatic injury institute sufficient drainage 
at once. Wherever there is an abdominal perfora- 
tion an exploratory operation must be made. 
When the abdomen is opened one can easily as- 
certain the real damage done and perform such 
corrective measures as will fit the individual case. 
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A life saving proceedure in a vast majority of 
these cases of rectal perforation is the operative 
proceedure of making a temporary artificial anus 
through a left colostomy which permits the evac- 
uation of feces without disturbing the rectum and 
anus, which need complete rest at this time for 
an early and uneventful healing. 


He presented two cases, one was in a man 
forty-six years of age who complained of rectal 
bleeding without any other sign or symptom for 
over one month. He was treated by other phy- 
sicians for hemorrhoids, but a proctoscopic exam- 
ination revealed the presence of a dental bridge 
that was caught by its hook like projection to the 
anterior rectal valve. It was removed very easily. 
In going back on the history the patient reported 
that he must have accidentally and unknowingly 
swalolwed his plate four months before. His bleed- 
ing started on a drinking bout. 
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The second case was that of perforation of the 
rectum and sigmoid by an iron picket. In this 
case a left colostomy was performed together 
with very free drainage, of the wound at entrance. 
At the present time this patient, a child of ten 
years is absolutely cured of his rectal injuries and 
also his colostomy opening. 


This paper was discussed by Drs. J. A. Danna, 
M. J. Gelpi and Jerome Landry. 


There was the discussion of a case of Dr. Louis 
Levy on which an autopsy had been performed, 
autopsy diagnosis being as follows: Chronic pas- 
sive congestion and cirrhosis of the liver; chronic 
diffuse nephritis; myocarditis; edema of the lungs. 
Dr. Maurice J. Couret and Dr. J. A. Danna, as 
well as Dr. Levy, contributed to this discussion. 


The meeting closed with the statistical report 
and routine business of the staff. Adjournment 
was until October, 1931. 





TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


During the month of June the Society held two 
scientific meetings. 


At the meeting held June 8 the program was 
as follows: 


The Rabbit Ovulation Test in the Diagnosis of 
Pregnancy. 


| es Drs. E. L. King and John A. Lanford. 
Discussed by Dr. Hilliard E. Miller. 


The Predisposing Cause of Pulmonary Tubercu- 
losis from the Standpoint of Endocrinology. 


Raha cnbbtvnitehinasoatmaniion Dr. Emile A. Bertucci 
Discussed by Dr. Rigney D’Aunoy. 


The Etiology and Prognosis of Sinusitis. 
Aha ARE RRLEE SD ae. Dr. John B. Gooch 


Discussed by Dr. J. R. Hume. 


The meeting of June 22 was voted by the Board 
of Directors to be called the Frederick Loeber 
Memorial night in honor of Dr. Frederick Loeber, 
one of the Founders of the Orleans Parish Medi- 
cal Society. The program was as follows: 


Dr. Frederick Loeber, 1839-1901. 
EEA ee SCAT NE RGR AS AEE Io Pe Dr. A. E. Fossier. 


ES Ea eae Cee: Dr. Otto Joachim. 
Scientific Presentations. 


Chaulmoogra Oil in the Treatment of Arthritis. 
Bie ois ae Dr. Paul A. MclIlhenny. 





Discussed by Dr. E. D. Fenner. 


An Example of What Surgery Can Do in Saving a 
Certain Group of Cases of Pulmonary Tubercu- 
losis, as Illustrated by a Case Report. 

SS ees Dr. Joseph A. Danna. 


Discussed by Drs. Alton Ochsner and 
Shirley C. Lyons. 


The attendance at both meetings was very good. 


It was with a great deal of satisfaction and 
pleasure that we learned that New Orleans had 
been selected for the 1932 convention of the 
American Medical Association. A majority vote 
of 58 over Memphis and San Francisco gave us 
the meeting. The invitations of the Orleans Par- 
ish Medical Society and the Louisiana State Medi- 
cal Society were extended last year. We wish to 
express our gratitude to our Delegates for their 
co-operation in this matter. The Association of 
Commerce also assisted materially in getting this 
meeting for us, and we appreciate their efforts. 


During the months of July, August and Septem- 
ber the Society will adjourn for its annual vaca- 
tion. The second quartely executive meeting to 
be held July 13 will be the last meeting before 
adjournment. 


The third quarterly installment on the group 
insurance premium must be paid July 5. Please 
send in your check by July 1 in order that we may 
get our check to the home office on the due date. 
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The various committees appointed for the en- 
tertainment of the coming meeting of the South- 
ern Medical Association to be held here in Novem- 
ber have been busy during the past month. 


The membership of the Society to date is 505 
of whom 479 are active members. 


TREASURER’S REPORT. 
Actual Book Balance April 30, 1931 
_ Receipts 


$1,038.40 
1,592.47 


$2,630.87 
Expenditures 


Actual Book Balance May 31, 1931........$1,798.49 


LIBRARIAN’S REPORT. 

One hundred and twenty-three books have been 
added to the Library during May. Of these 10 
were received from the New Orleans Medical and 
Surgical Journal, 52 by gift, 3 by purchase and 
56 by binding. New titles of recent date are 
listed herewith. 


The Convention of the Medical Library Associa- 
tion has come and gone, and from all reports 
the meeting was most successful and enjoyable. 
Forty-two rfersons attended the sessions from 28 
medical libraries. The institutions represented 
are listed on the attached sheet—showing the 
breadth of interest in medical libraries, in our 
meetings. The following resolutions of apprecia- 
tion was exterded to the Medical Society and the 
Medical School as hosts: 


“It is always with regret that we come to the 
end of our meetings. Before we go our various 
ways, ve v.ish to express to our hosts and host- 
esses of the past three days, the sincere apprecia- 
tion of.the Association for the perfectly wonderful 
time ve have all had in New Orleans. 


“We wish to thank the Orleans Parish Medical 
Society and the Tulane University School of Medi- 
cine, the ladies who so graciously entertained us, 
and everyone who so hospitably received us into 
their city and their hearts. 


“We have had a wonderful time and wish to 
say thank you by rising in a body to express our 
appreciation of the nicest meeting we have 
ever had.” 


The Association will be the guest of the Lane 
Medical Library of Leland Stanford University, 
San Francisco, next year. 


NEW BOOKS. 


Ashhurst—Surgery, its Principles and Practice. 
1931. 


Gunn—Introduction to Pharmacology and Ther- 
apeutics. 1931. 


Besredka—Immunity in Infectious 
1930. 

Homans—Textbook of Surgery. 1931. 

Peters—Quantitative Clinical Chemistry. 1931. 

DaCosta—Selections from Papers and Speeches, 
1931. 

Sachs— Diagnosis 
Tumors. 1931. 

Sinclair—Microbiology and Elementary Pathol- 
ogy. 1931. 

Hawes—Talks on Tuberculosis. 1931. 

Blanchard—Letters of Dr. Betterman. 1931. 

American Laryngological, Rhinological and Ot- 
ological Society Transactions. 1930. 

Stahl—Concerning the Earliest Growth in the 
Human. 1931. 

Dickson—Posture, its Relation to Health. 1931. 

Barker—Eackache. 1931. 


Diseases, 


and Treatment of Brain 


LIBRARIES REPRESENTED AT THE NEW 
ORLEANS MEETING OF THE MEDICAL 
LIBRARY ASSOCIATION MAY 19-21, 1931. 


Michigan University De lartment of Medicine 
Library. 

Orleans Parish Medical Society Library. 

Tulane University School of Medicine Library. 

Michigan University Department of Dentistry 
Library. 

Columbia University College of Physicians and 
Surgeons Library. 

Kansas University School of Medicine Library. 

U. S. Naval Medical Library (Washington, 
D. C.) 

Cornell Medical Library. 

Guthrie Clinic (Sayre, Pa.) 

Cleveland Medical Library Association. 

Illinois University School of Medicine Library. 

Vanderbilt University School of Medicine Li- 
brary. 

Chicago University School of Medicine Library. 

Houston Academy of Medicine Library. 

Medical and Chirurgical Faculty of Maryland. 

Emory University—A. W. Calhoun Library. 

Medical Department—Detroit Public Library. 

Jackson Co. Medical Society Library. 

Washington University School of Medicine Li- 
brary. 

St. Louis Medica! Soziety Library. 

Texas University School of Medicine Library. 

Ramsay Co. Medical Society Library. (St. Paul). 

Duke University Medical Department Library. 

St. Louis University School of Medicine Li- 
brary. 

Baylor Unversity School of Medicine Library. 

New York Academy of Medicine Library. 

Arkansas University School of Medicine Library. 

Hotel Dieu Library. 

H. Theodore Simon, M. D., Secretary. 








LOUISIANA STATE MEDICAL SOCIETY NEWS 
H. Theodore Simon, M. D., Associate Editor. 


FROM OUR PRESIDENT. 


MEDICAL ORGANIZATION AND MEDICAL 
ECONOMICS. 


According to precedent and custom, the Presi- 
dent of the State Medical Society is expected to 
function as best he can during his tenure of office, 
to study and act upon problems as they arise dur- 
ing his administration, and at the next annual 
meeting give a report to the House of Delegates 
on his activities, recommending for their con- 
sideration, matters of special importance to the 
whole society. 


Since the office of President-elect was created, 
giving to the individual chosen to fill this position, 
a full year to inform himself on matters of im- 
portance to the association, it would seem to the 
writer that a slight at least, readjustment of the 
program and scheme would be in order. It would 
appeal to us as logical, more practical and promis- 
ing of better results, were the incoming President 
of the association, after a years study of the situa- 
tion, to give to the membership and officers of the 
inauguration, his ideas of the main problems that 
press for solution: the ones that he expects to 
center his energies upon: the one that he will seek 
their aid in solving during the coming year. 


New problems will arise, old ones will continue 
to plague us, and regardless of the effort put 
forth, there will always be much left over for solu- 
tion and passed on to our successors. However, 
with some definite scheme in mind known to all, a 
more coordinated effort must result, and the ac- 
complishment at the end is bound to be greater. 


With this idea in mind, I am seeking through 
the columns of the official Journal, at least a 
mental contact with every officer of the associa- 
tion, the component associations and every legally 
qualified physician in the state. 


As I view the situation at this time, there are 
two outstanding needs of organized medicine in 
Louisiana, and my whole effort this year will be 
directed towards centering the attention of the 
profession on this solution. 


First and foremost, a perfected organization 
with a large majority of the legally qualified 
doctors of the state is essential, as is the case in 
every organization. With a membership of little 
over half of the eligible men in the Association, 
we must admit that something is wrong. 


For fifty-two years we have tried to build up 
the state organization by interest in the Parish 
Society. In such a large majority of the Parishes, 


the membership is so small, it is impossible to 
maintain interest. 


In the District Societies, I believe we have the 
solution. In some districts more frequent meet- 
ings than in the past. I feel confident will get 
the interest aroused of many whom we have failed 
so far to win over. In those districts that have 
been having frequent and regular meetings, but 
few doctors are found not members of the State 
Society. 


Without organization, nothing can be accom- 
plished; with it, any program we might sponsor 
will go over, and any evil we combat will go down 
in defeat. 


To the District Societies, I made my appeal for 
a united effort. Give the men who have not an 
active Parish association, an opportunity and our 
membership will grow. 


With a perfected, thorough organization of the 
doctors of the state, functioning smoothly, what 
problem should they face and press for solution 
as the most urgent need? Some will be quick to 
suggest certain scientific questions. I would say 
no. We need have no fear for the further and 
constant development of scientific medicine, so 
long as the medical profession is unhampered and 
permitted to run its business as the profession, 
and the profession only, knows it should be run. 


The medical economic trend to our mind, looms 
as the dark cloud on our horizon and must be 
faced with clear judgment and firm decision 
rather than with timidity and a fear of criticism. 
Those who are willing to lie down, who are afraid 
to stand out and preach what they know is right 
and even suggest what the assassins of the prin- 
ciples of American Medicine would manacle us 
with, have no place in our program. 


In a recent editorial appearing in the Journal 
of the American Medical Association, the editor 
criticised in no uncertain language, the little 
periodical known to us as “Medical Economics,” 
for discussing so freely and often with doctors, the 
question of finances, and winds up by stating that 
only by living up to tradition and past teachings, 
can medicine continue to advance. 


What other undertakings of man today, are ad- 
vancing by living wholly in the past? And where 
comes in the evil of discussing finances? The 
Great Teacher of Man discussed money in many 
of his parables and in none did he teach other 
than the love of money was a sin. Times are 
changing and with or without our will, we must 
change with them. 
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Creeping in from all sides, insiduously and 
relentlessly, the doctor’s source of income is being 
trimmed while we sit supinely by, living upon 
tradition. That time honored and sacred rela- 
tionship existing between the doctor and patient 
by which their professional and business arrange- 
ments are mutually satisfactofy, must not be dis- 
turbed. 


However, the state, the public and each commu- 
‘nity must come to know that the care of the in- 
digent sick is a state and community prob- 
lem to be met by the whole community and 
must not be shunted to the shoulders of an in- 
dividual group (doctors) of citizens. When an 
indigent is to fed, organized charities do not call 
upon the retail merchants association to feed him, 
but if he is sick, though contributing to all the de- 
mands of society, the doctor is supposed to donate 
his only commodity, medical service. This is 
fundamentally, economically, logically, morally 
and in every way, wrong, though in line with what 
some would call tradition. 


Medicine has advanced because of some of its 
traditional teachings and in spite of others, she is 
being nailed to the cross today, because she has 
failed to realize that our complex civilization is 
forcing a readjustment of all human activities. 
Unless medicine, as an organization, realizes that 
evolution has worked and is still working changes 
in the midst of which no activities of man can 
stand still, she will soon deserve and meet face to 
face, controlling influences from without, which 
will shatter every tradition and render impotent 
for all time her influence in directing her own 
destiny. 


The practice of our profession is our business, 
and deep in the hearts of every doctor, he knows 
this statement is true. He who is afraid of 
criticism when he knows he is right, can hardly be 
termed a man. 


The State, District and Parish Societies should 
each have a virile active committee whose duty it 
would be, to educate, coordinate and direct lay and 
state medical activities into channels best suited 
for public good, and at the same time, tactfully 
and diplomatically, but positively, stand for the 
principle that no state, state department, subdivi- 
sion of the state, or organization within the state, 
have a right to draft our services simply because 
it has been permitted and condoned in the past. 
The state and no subdivision of the state has a 
right to practice other than preventive medicine, 
save among those who are indigent and others 
under restraint. 


When the profession learns to be a little more 
deliberate in running up the flag “no charge,” in 
matters of medical service where the whole com- 


munity, the state or its subdivisions owe the obliga- 
tion, the problem will be easier of solution. 


The medical trend can be changed, but thorough 
organization and co-ordinated effort are essential 
and the frank demand on the part of the doctor 
for a right to a square deal, a fair wage and in- 
surance against old age. 


S. C. Barrow, M. D., 
President, Louisiana State Medical Society. 


CHAIRMEN OF SECTIONS. 

The following Chairmen of Scientific Sections 
for the approaching meeting of the Louisiana 
State Medical Society, Lake Charles, April 12, 13, 
and 14, 1932, have been appointed by the Presi- 
dent: 


Medicine and Therapeutics—Dr. Thos. P. Lloyd, 
Shreveport. 


Pediatrics—Dr. J. A. Crawford, Lake Charles. 
Nervous Diseases—Dr. F. F. Young, Covington. 


Bacteriology and Pathology—Dr. F. M. Johns, 
New Orleans. 


Publiic Health and Sanitation—Dr. J. A. O’Hara, 
New Orleans. 


Gastro-Enterology—Dr. C. M. Horton, Frank- 
lin. 


General Surgery—Dr. E. L. Sanderson, Shreve- 
port. 


Gynecology and Obstetrics—Dr. J. T. Cappel, 
Alexandria. 


Eye, Ear, Nose and Thoat—Dr. Jules E. Dupuy, 
New Orleans. 


Urology—Dr. B. McE. McKoin, Monroe. 
Radiology—Dr. G. C. McKinney, Lake Charles. 


Orthopedic Surgery—Dr. C. A. Lorio, Baton 
Rouge. 


Those desirous of reading papers should com- 
municate with the various Chairmen as promptly 
as possible. The program for each Section must 
be in the hands of the Secretary-Treasurer not 
later than Feburary 12, 1932. 


———_ 
BI-PARISH MEDICAL SOCIETY. 


The East and West Feliciana Bi-Parish Medical 
Society met in the East Louisiana State Hospital. 
After an elaborate banquet, the scientific program 
consisted of a paper by Dr. W. K. Irwin on Blood 
Transfusion. The paper was discussed by Dr. U. 
S. Hargrove. Dr. W. C. Norris real a paper on 
“Dental Sepsis the Cause of Maxilary Sinusitis,” 
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which was discussed by Dr. E. M. Robards. A 
vote of thanks was extended to Drs. Irwin and 
Norris for their presentations of these excellent 
papers, and the able discussions by Drs. Hargrove 
and Robards. - 


EIGHTH DISTRICT MEDICAL SOCIETY. 

On June 1, 1931, a meeting of the physicians 
of the Eighth Congressional District of Louisiana 
was called to order by Dr. J. H. Landrum of 
Alexandria, La., councillor for the district. The 
purpose of this meeting was the reorganization of 
the Eighth District Medical Society. 


The following officers were 
mously: 


elected unani- 


Dr. W. G. Allen of Converse, La., 
Parish )—President. 


(Sabine 


Dr. Carson R. Reed, of Natchitoches, La., 
(Natchitoches Parish)—First Vice-President. 


Dr. R. G. Ducote of Bordelonville, La., (Avoy- 
elles Parish)—-Second Vice-President. 


Dr. J. H. Landrum of Alexandria, La., (Rapides 
Parish )—Secretary-Treasurer. 


Dr. S. J. Couvillon of Moreauville, La., (Avoy- 
elles Parish)—Delegate to Louisiana State Med- 
ical Society. 


Following the above the regular monthly meet- 
ing of the Rapides Parish Medical Society was 
held. A paper on “Errors in Calcium Metabolism” 
was read by Dr. King Rand, and one by Dr. B. H. 
Texada on “Syphilis of the Lungs with Report of 
a Case.” This was followed by a motion pic- 
ture on “Rehabilitation after Fractures.” 


E. Weiner, M. D., 
Sec.-Treas., Rapides Parish Medical Society; 


J. H. Landrum, M. D., 
Sec.-Treas., Eighth Dist. Medical Society. 


NEWS ITEMS. 


The following men from Louisiana appeared on 
the program of the American Medical Association 
in Philadelphia, Pa., the first week in June. 


Clinical Lecture—Deficiency Diseases: Clinical 
Recognition and Management, Dr. John H. Musser. 


A Physiologic Basis for the Treatment of 
Pellagra was presented by Dr. R. H. Turner. 


Dr. Charles A. Bahn discussed a paper and also 
Dr. D. C. Browne. 


A paper on Acute Suppurative Conditions of 
the Hip Joint, was read by Dr. Guy A. Caldwell, 
Shreveport, La., before the Section on Orthopedic 
Surgery. 


Dr. Charles J. Bloom, Professor of Pediatrics 
with the Graduate School of Medicine of The Tu- 
lane University of Louisiana, addressed the St. 
Tammany Parish Medical Society, at Slidell, La., 
on Friday, June 12, 1931, on “Intestinal Disturb- 
ances in Infants and Children.”’ 


Dr. Henry Daspit, Dean of the Graduate School 
of Medicine, will attend the Congress of the Pan- 
American Medical Association in Mexico City, 
July 12. 


Dr. Aristides Agramonte, Professor of Tropical 
Medicine in the Louisiana State University Med- 
ical School, will attend the Congress as a delegate 
from the New Orleans Chapter. 


TANGIPAHOA PARISH MEDICAL SOCIETY. 

Another great meeting of the Tangipahoa 
Parish Medical Society was held at City Hall, 
Hammond, May 14. Some twenty odd doctors 
present with a program as before mentioned “from 
brain surgery to scabies.” 


Guests adding to the interest of the program 
were Dr. G. C. Anderson, of New Orleans, sub- 
ject: “Brain injuries.” Dr. T. B. Sellers, of the 
Southern Baptist Hospital, New Orleans, ‘Office 
management of gynecological patients,” and Dr. 
E. M. Robards, East Louisiana State Hospital, 
Jackson, “Early laboratory manifestations of pul- 
monary tuberculosis.” 


One of the most pleasing features of the even- 
ing was a bounteous spread with plenty to eat. 

A joint meeting of the Tangipahoa, St. Tam- 
many and Livingston is proposed for our July 
Ponchatoula meeting. 

W. T. Newman, M. D., 
Secretary. 


ST. TAMMANY PARISH MEDICAL SOCIETY. 


The St. Tammany Parish Medical Society met in 
the Community Room, Bank of Slidell, Slidell, La., 
on June 12, 1931, at 8:00 p. m., with thte follow- 
ing members present: Dr. J. K. Griffith, Presi- 
dent, Dr. J. R. Singleton, Dr. H. D. Bulloch, 
Dr. H. E. Gautreux, and Dr. J. F. Polk, Secretary. 
The minutes of our last meeting were adopted as 
read. The Society was honored with the presence 
of Drs. Chas. J. Bloom and J. E. Strange from 
New Orleans. Dr. Bloom, by invitation, presented 
us with an address of his own choosing, “Append- 
icitis in Children.” In his message tthe doctor 
went very minutely in detail as to signs and 
symptoms, including with it rooentgen-ray and 
blood picture. Treatment consisted of the things 
not to do as well as what should be done. The 
Society is indeed very grateful to the doctor for 
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his message, which was very timely. The Society’s 
meeting closed to meet in Covington, La., July 10. 


Jno. K. Griffith, M. D. J. F. Polk, M. D., 
President. Secretary. 


APPROACHING MEETINGS. 

At the International Colonial Exposition, which 
will be held in Paris this coming summer, July 22- 
‘81 have been set aside by the authorities as Colo- 
nial Medical Days. During this period of time an 
attractive program will be presented for the pur- 
pose of showing what France has accomplished 
from the point of view of sanitation for her 
colonies and her possessions over sea. A dis- 
tinguished list of French doctors will participate 
in this celebration. 


THE AMERICAN COLLEGE OF PHYSICIANS. 

The American College of Physicians will hold its 
Sixteenth Annual Clinical Session at San Fran- 
cisco with headquarters at the Palace Hotel, April 
4-8, 1932. Following the Clinical Session, a large 
percentage of the attendants will proceed to Los 
Angeles where a program principally of entertain- 
ment will be furnished April 9, 10 and 11. 


Announcement of the dates is made particularly 
with a view not only of apprising physicians gen- 
erally of the meeting, but also to prevent conflict- 
ing dates with other societies that are now ar- 
ranging their 1932 meetings. 


INTERNATIONAL CONGRESS OF 
COMPARATIVE PATHOLOGY. 
The Second International Congress of Compara- 
tive Pathology will be held at the Colonial Ex- 
position, Paris, October 14-18, 1931. 


CANCER COMMISSION OF THE CALIFORNIA 
MEDICAL ASSOCIATION. 

The Californial State Medical Association has 
appointed a Cancer Commission for the purpose 
of representing the Association in all phases of 
the organized fight upon the increasing menace of 


this disease. As its first objective, the Commis- 
sion plans to review and to bring widely to the at- 
tention of the profession in the State the most 
modern methods of diagnosis and treatment, 
especially of early carcinoma. Subsequent efforts 
will be directed toward education of the lay public, 
as well as the establishing of specially equipped 
clinics. The Commission as organized has for its 
Chairman, Dr. Charles A. Dukes, Vice-Chairman, 
Dr. L. C. Kinney, and Secretary, Dr. A. R. Kilgore. 


GIFT OF DR. EWING. 
Dr. Fayette C. Ewing of Alexandria has pre- 
sented to the Tulane University School of Medi- 
cine a magnificent collection of old prints on the 
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healing art. Dr. Ewing has been collecting these 
old prints for a great many years. The collection 
contains forty-three pictures and three interesting 
pieces of sculpture. The whole collection made a 
magnificent addition to the Historical Room of the 
Library of the Tulane Medical School, which Dr, 
Rudolph Matas was instrumental in founding and 
who has a tremendous interest in the progress of 
the room. 


Dr. Ewing is a graduate of Jefferson Medical 
College of the class of 1884. He has been now 
for some years a member of the Rapides Parish 
Medical Society living in Alexandria. 


HEALTH OF NEW ORLEANS. 


The Division of Vital Statistics reported for the 
week ending May 30 that there were 127 deaths 
in the City of New Orleans, giving a rate of 14.2. 
Eighty-three of these deaths were in the white 
and 44 in the colored population. The infant 
mortality rate for this week was 18 for white and 
81 for colored infants. The following week, June 6, 
showed a death rate of 17.2, as a result of 154 
deaths in the City, 83 of whom were white and 71 
colored. The very remarkable low infant morality 
rate for white infants had jumped up to 74 and 
the negro rate to 114 in this particular week. 


During the week ending June 13, there were 
139 deaths in New Orleans, giving a death rate of 
15.5. The infant mortality rate was 88, 74 in white 
children and 114 in the colored. 


INFECTIOUS DISEASES IN LOUISIANA. 


The Treasury Department of the United States 
Public Health Service, in collaboration with Dr. 
J. A. O’Hara, has published the following report 
on infectious diseases in Louisiana. For the week 
ending May 23, there were reported 63 cases of 
pneumonia, 35 of tuberculosis of the lung, 11 of 
influenza, 7 cases of typhoid fever, 38 of syphilis, 
and 13 of gonorrhea, and among the less frequent 
of important contagious diseases 12 cases of small 
pox, 19 of diphtheria, 2 of meningitis, and 21 of 
scarlet fever. Nine of these cases of small pox 
occurred in the City of New Orleans, and 18 of 
the cases of diphtheria. For the week ending May 
30, pneumonia was again the leader in the re- 
portable diseases, 73 cases occurring in the State 
in this particular week. There were also re- 
ported 37 cases of pellegra, 3 of syphilis, and 5 
of gonorrhea. Nineteen cases of small pox were 
reported, 10 of these occurring in Bienville Parish. 
There were also reported 3 cases of undulant 
fever and 3 cases of poliomyelitis. For the week 
ending June 6, pneumonia had increased to 97 
cases reported in this month. There were only 
12 cases of influenza and the same number of 
cases of typhoid fever. Fifty-two cases of syphilis 
were reported and 28 of gonorrhea. The small 
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pox incidence in the State had increased, 27 cases 
being reported, 13 of which came from 
Parish and 5 from Orleans. 


Bienville 
There was only one 
case of meningitis reported this week, und one 
case of undulant fever. Forty-one cases of pel- 
legra were reported this week, and for the week 
ending June 13, 69 cases of this extremely pre- 
valent disease occurred in the State of Louisiana, 
leading all other reportable diseases. ‘The pneu- 
monia incidence had fallen to 26, but typhoid 
fever had increased to 17 cases and scarlet fever 
to 24, 15 of the cases coming from Orleans Parish. 
Of the 17 cases of small pox, Orleans and St. 
Johns Parishes each reported 5, the remaining 
cases being scattered all over the State. Two 
cases of meningitis and one of poliomyelitis were 
likewise reported this week. 


SAMUEL M. LYONS, M. D. 

The many friends of Dr. Samuel M. Lyons of 
Sulphur will be greatly distressed to hear of his 
death, which occurred on June 19 after a stroke 
of apoplexy two weeks previous. Dr. Lyons was 
one of the active members of the Louisiana State 
Medical Society. Not only was he interested in 
his profession, but he also took a very lively part 
in political and social life of his community. At 
various times he served as a member of the Police 
Jury, as a Tax Assessor, and as Coroner. At the 
time of his death he was a member of the Louisi- 
ana House of Representatives. 


Of Dr. Lyons’ four sons, three of them are 
physicians. Two of these three, Dr. Shirley C. 
Lyons and Dr. Kyle M. Lyons, are practicing in 
New Orleans. 


ROBERT G. HAWKINS, M. D. 


The St. Landry Parish Medical Society informs 
us of the death of Dr. Robert Garnett Hawkins, 
of Palmetto, St. Landry Parish, La. Dr. Hawkins 
was regarded as a leading general practitioner in 
his section, and was also highly esteemed as one 
who exerted every effort towards the civic better- 
ment of his community. For many years he was 
a valued member of the St. Landry Parish Medical 
Society. The doctor was born at Waxia La., on 
October 24, 1863, and died at Opelousas, La., on 
June 17, 1931. He was a member of Humble Cot- 
tage Lodge, No. 19, F. & A. M., of Opelousas, La., 
and also a member of Palmetto Camp, Woodmen 
of the World. Surviving the doctor are his wife 
and the following children: Miles Hawkins, 
Mrs. J. A. Niel, Mrs. A. J. Garon, Floyd Hawkins, 
Aubrey Hawkins, and Mrs. J. A. Roulet. 
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WOMAN’S AUXILIARY NOTES. 


The regular meeting of the Woman’s Auxiliary 
to the Ouchita Parish Medical Society was held 
Wednesday morning, at the residence of Mrs. B. 
M. McKoin, Mrs. J. B. Vaughan, president, pre- 
siding. Twenty members were present. 


Reports from the State Convention, held re- 
cently in New Orleans, were made by Mrs. J. P. 
Brown and Mrs. P. L. Perot. 


Plans were perfected at this time for a tea to 
be given Friday afternoon at the residence of Mrs. 
McKoin, honoring the graduating class of the St. 
Francis Sanitarium School for Nurses. 


Mrs. E. R. Yancey, 
Publicity Secretary. 


The following annual report of The Woman’s 
Auxiliary to the Orleans Parish Medical Society, 
was thought of such interest that it is published 
intact. This was written and presented by their 
President, Mrs. J. Ambrose Storck. 


ANNUAL REPORT OF THE WOMAN’S 
AUXILIARY TO THE ORLEANS 
PARISH MEDICAL SOCIETY. 


To the officers and members of the Auxiliary, I 
desire herewith to submit my report for the sea- 
son 1930 to 1931, October to May, inclusive. The 
second year of the Auxiliary has been marked by 
steady growth and definite accomplishment. The 
organization now has two hundred and sixty-seven 
members. The attendance at each of eight regular 
meetings has been a large majority of the total 
number, showing that keen interest has been main- 
tained. Work has progressed along the three lines 
of endeavor in our general program—social, 
philanthropic and educational. The several chair- 
men, Mrs. John H. Musser of the social group; 
Mrs. W. R. Buffington of the philanthropic group; 
and Mrs. Ludo von Meysenbug of the educational 
group have all functioned with interest and en- 
thusiasm. The entertainment committee, com- 
posed of Mrs. Homer Dupuy and Mrs. Thomas 
Walshe secured places of meeting, and provided 
vocal and instrumental programs by talented local 
artists. The spacious homes opened to the auxili- 
ary were those of Mrs. John Smythe, Mrs. John T. 
Nix, Mrs. Isadore Cohn and Mrs. George Dempsey, 
where the generous hospitality of the hostess and 
her co-hostesses infused a spirit of comradeship 
and good will throughout the gathering. First and 
last meetings at the Orleans Club; another meet- 
ing here with Mrs. Arthur Whitemire, hostess, and 
a large group of the younger element as co- 
hostesses; and the April meeting and reception at 
the New Orleans Country Club, with Mrs. Joseph 
Hume, hostesses, and members of the entertain- 
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ment committee as joint hostesses, sums up the 
places of our assemblges. 


In addition to its regular work along social lines, 
the auxiliary has helped its affiliated organization 
on two occasions—the entertainment incident to 
the installation of new officers of the Parish So- 

_ ciety, January 5; and entertainment of the wives 
of the doctors attending the Louisiana State Med- 
ical Convention, April 13, 14, and 15. This was 
the first opportunity afforded us for such serv- 
ice in our brief existence, and we were anxious to 
show our willingness and our ability. Mrs. W. H. 
Seeman was in charge of entertainment for the 
meeting in January. Wives of the doctors at- 
tended in greater numbers than at any previous 
installation; and, in all respects, the work of Mrs. 
Seeman and her committee was successful. Mrs. 
Joseph H. Hume was chairman of the woman’s 
entertainment committee for the 
tion. 


State Conven- 
Thorough organization, careful working out 
of detail, and business methods in the handling of 
the generous allowance made by the Parish So- 
ciety, resulted in a delightful round of entertain- 
ments. There was a surplus of funds which was 
returned to the Society. Mrs. Hume has left a 
record of her plans and procedures which will be 
of help to those who may have charge of such 
work in the future. 


The telephone committee under Mrs. Roy B. 
Harrison has done yeoman’s service with a graci- 
ous ease more apparent than real, because it was 
done “con amore.” 
under Mrs. 


The membership committee 
S. M. Blackshear has continued to 
work for new members with unabated zeal. Mrs. 
Chaille Jamison, as chairman of the courtesy com- 
mittee, has found both the usual and unusual 
means of showing kindness in times of sickness 
and bereavement as well as on happy occasions. 
The educational group, under Mrs. Ludo von 
Meysenbug, has centered its interest in placing 
Hygeia in the schools. Mrs. Buffington has de- 
veloped the philanthropic work through a very 
active committee to a point where decided prog- 
ress has been made — collection of good used 
clothing for boys and girls of the vocational guid- 
ance department of the New Orleans public 
schools; donation of money for luncheons for 
needy students; and collection of medicines from 
doctor’s offices for use in child welfare clinics 
make a sum total of really worth while work. 


Louisiana State Medical Society 


The contact committee between our auxiliary 
and the Orleans Parish Medical Society is com- 
posed of Dr. Edward S. Hatch, chairman, and 
Doctors Randolph Lyons and Ludo von Meysen- 
bug. This is the committee to which the auxiliary 
refers its problems touching the two organizations, 
and whose advice is requested before entering new 
projects. Mrs. Seward Wills has been prompt and 
explicit throughout the year in handling publicity. 
Mrs. Rogers Brewster has shown ready willingness 
to write graceful and tactful letters in her ca- 
pacity as corresponding secretary. Mrs. A. L. 
Levin, as recording secretary, has shown her usual 
devotion to duty. With so little red tape about 
the running of the auxiliary, Mrs. Arthur Weber 
has had little occasion to use her able judgment 
in parliamentary ruling. Mrs. Randolph Lyons 
has officiated as treasurer with painstaking ability. 
In sending the pro rata for State and National 
Auxiliary dues, she appended the names and ad- 
dresses of every member who had paid into our 
organization. This is stated merely as an indica- 
tion of her close attention to details. The lecture 
committee, consisting of Mrs. A. J. Babin, Mrs. 
W. P. Gardiner and Mrs. J. A. Storck, were suc- 
cessful in securing a series of informative and de- 
lightful biographical lectures delivered by mem- 
bers of our distinguished medical fraternity. Their 
ready response to our request has been a most 
friendly gesture on the part of our affiliated or- 
ganization, and makes us feel that we not only 
belong to them but that they belong to us. Our 
distinguished speakers were Dr. Maud Loeber on 
“Paracelsus”; Dr. Elizabeth Bass on “Florence 
Nightingale’; Dr. Herman B. Gessner on “Hip- 
pocrates”; and Dr. Philip H. Jones on “Galen”. 


In closing my report, I wish to say as I said in 
my previous annual report, that the Women’s 
Auxiliary to the Orleans Parish Medical Society 
has been well officered. I desire to thank each 
individual who has co-operated so cheerfully and 
ably in the aims and accomplishments of the auxi- 
liary. It has been a rare privilege and a high 
honor to work with, and for, and through such a 
I wish to thank the 
entire auxiliary with its wonderful personnel for 


its sustained interest and enthusiasm. The auxili- 


splendid group of women. 


ary is rich in available material for any undertak- 
With the continued 


growth of the auxiliary, with the maturity which 
comes with time, and with the broadening of its 


ing which may be attempted. 
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scope under new leaderships, I feel that the or- 
ganization is destined for wide usefulness in the 
community at large, and that the members are 
most fortunate in their individual relationships to 
each other. I know whereof I speak; for person- 
ally, I have been the recipient of so much friend- 
liness and so much spiritual comfort in a time of 
great mental and emotional stress that I do not 
have words to express my thanks. I do not say 
that it was not difficult to go on during my hus- 
band’s illness, but it would have been impossible 


without your sympathy and support. 


Last year, in my final report, I said that when 
you have told somebody you love them, there is 
I feel as I did then—bound 
to you by love and friendship. But I wish to 
add just this. In the community of interests 
which draws you closely together; in the good 
feeling which is apparent on all sides; in the kind- 


nothing more to say. 


liness which finds expression in so many ways, I 
can speak more broadly than before and say, with 
confidence, that ye are carrying out the words of 
the Master: “Love one another’’. 


Mrs. Wilkes Knolle, Mrs. Donovan Browne and 
Mrs. W. R. Buffington represented the Woman’s 
Auxiliary of the Orleans Parish Medical Society 
at the American Medical Association held in 
Philadelphia the early part of June. We un- 
doubtedly will have excellent reports from them 


of the proceedings. 


During the month of May, the American Med- 
ical Library Association was entertained by the 
Assistant Librarian of the Orleans Parish Medical 
Society, Miss Mary Marshall, at a tea at the Petit 
Salon. Several co-hostesses assisted Miss Marshall. 


The Orleans Parish Medical Society has been 
approached by the Registered Nurses Association 
to join in an educational program to introduce 
“Part time nursing” into the various organizations 
and homes. At a business meeting earlier in the 
It was decided 
that at this particular time the Orleans Parish 


month, this matter was discussed. 


Medical Sociey was not in a position to help, even 
so worthy a cause as “Part time nursing”’’. 


Marguerite H. Musser, 
State Publicity Chairman. 


THE COMMONWEALTH FUND AND TULAN 
UNIVERSITY. : 


Dean Bass, of the School of Medicine, Tulane 
University, announced, just as we were going to 
press, that the Commonwealth Fund was prepared 
to give five scholarships to undergraduate students 
of Mississippi in Tulane University, these scholar- 


ships ultimately to amount to twenty. As further 
aid in the promotion of rural health work in the 
State of Mississippi, fifteen fellowships are to be 
granted to physicians of Mississippi for work in 
the Graduate School of Tulane. In order to ‘im- 
prove instructions in the methods of prevention 
of disease, Tulane will be granted yearly, over a 
period of years, the sum of $25,000. 


CORRESPONDENCE, 
June 15, 1931. 
PALMAM QUI MERUIT FERAT. 
To the Editor: 


In reading the interesting paper by Dr. L. Levy 
on Autotransfusion and the animated discussion 
that followed, in the last issue of the Journal 
(June, 1931), I note that credit for the origin of 
this procedure is given by the Author and by other 
speakers, to Dr. Johann Thies, of Leipzig. This 
distinguished surgeon published his experience 
in 1914 when he applied this method for the relief 
of exsanguinated patients suffering from ruptured 
ectopic pregnancy. Thies no doubt believed that 
the method had originated with him, and practi- 
cally all the operators who have followed him 
Without in the least detract- 
ing from the undoubted merit of his enterprise or 
doubting that Thies was the first to apply the 


share in this belief. 


principle of autotransfusion to cases of ectopic 
pregnancy or to hemorrhages in the abdominal 
cavity, it is only fair to recall that as far as the 
application of the principle of self blood replace- 
ment, upon which autotransfusion is based, he 
was clearly antedated by Professor Halsted of 
Baltimore, who reported his experience with auto- 
transfusion or ‘Blood Refusion” as he preferred 
to call it, to the New York Surgical Society on 
November 13, 1883—thus anticipating the Ger- 
man surgeon by thirty-one years; and, as far as 
the mere suggestion of the principle is concerned, 
Thies was preceded by one of his own country- 
of Halle, in 1865—fifty-one 
years before Thies’ publication. 


men—Volkmann, 





70 


Dr. Edmond Souchon, in opening the discussion 
of Dr. Levy’s paper, took up in a very praise- 
worthy way, the historical phases of the subject 
and traced the concept of autotransfusion to Wil- 
liam Highmore, of Sherborne, Eng., who in 1874 
suggested and recommended that the shed blood 
in postpartum hemorrhage should be collected and 
reinjected into the depleted mother after it had 
been defibrinated and warmed, using “a Higgin- 
son syringe and transfusion pipe for the purpose.” 


But Dr. Halsted in his very thorough paper of 
1883 on “Blood refusion in the treatment of car- 
bonie oxide poisoning,” pursued his investigations 
much further and found, as previously stated, 
that “Volkmann, in 1868, when discussing disarti- 
culation of the hip, suggested the feasability of 
collecting the blood lost in this operation and re- 
turning it to the loser through the divided femoral 
vein. Esmarch, in 1873, endeavored to act in 
accordance with Volkmann’s suggestion, but his 
patient died while preparations were being made 
for the reinfusion. Hueter (1874), in frost gan- 
grene of both feet transfused 350 c.c. of the 
patient’s own blood, defibrinated, into the left pos- 
terior tibial artery, and believed he thereby pre- 
served a portion of the frozen parts. “The right 
foot, untransfused, underwent an extensive for- 
feiture.” Dr. Halsted quotes Highmore as the 
last contributor to the history of autotransfusion 
in 1874, before he (Halsted) had successfully 
applied the principle of Refusion in 1883. 


Dr. Souchon in his discussion refers to A. G. 
Miller, of. Edinburgh, as the first to actually apply 
Highmore’s suggestion in 1885, in a case of ampu- 
tation of the hip, and he also refers to Dr. Duncan 
as advocating and practicing the method of auto- 
transfusion in 1865. This date evidently is a mis- 
quotation through inadvertence, as the Duncan 
referred to is J. Duncan who published a paper 
on “Re-infusion of Blood in Primary and other 
Amputations,” Brit. Med. Jnl. 1:192, 1886. It is 
evident that neither Miller or Duncan had any 
knowledge of Halsted’s previous publication in 
1883, in which the earlier observations of Volk- 
mann, Esmarch and Hueter are clearly stated. 


My purpose in this communication is chiefly 
to call attention to the fact that Dr. Halsted was 
the first to apply the principle of reinfusion or 
autotransfusion in America nearly fifty years ago, 
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and that he was the first, in surgical history, to 
utilize this principle in the treatment of illum- 
nating gas poisoning—one of the most frequent 
and fatal forms of accidental and suicidal intoxi- 
cation. 


In the discussion of a valuable paper on “Re- 
fusion of Blood in Hemorrhage,” read by Dr. Ed- 
ward J. Klopp, of Philadelphia, at a meeting of 
the American Surgical Association, May 2, 1922 
(see Transactions Vol. 40, 1922), in which this 
author had attributed the origin of autotransfu- 
sion to Johann Thies, Dr. Halstead, who was pres- 
ent reminded the Society that this procedure had 
been the subject of his first published contribution 
to medical literature, nearly forty years before 
Dr. Klopp had resurrected the subject at this meet- 


ing. Going back to his original paper, Dr. Halsted 
stated that while surgeon in charge of the old 
Chambers Street Hospital, a relief branch of the 
New York Hospital, in the early 80’s, “we saw 
many cases of gas poisoning, most of them con- 
tributed by the night boats plying between New 
York and ports along Long Island Sound. In a 
number of instances, I practiced what I termed 
refusion. The patients were freely bled and their 
blood collected, defibrinated and returned to them 
by way of the radial artery. In the process of 
defibrination the blood was sufficiently aerated to 
deprive it of its toxic properties. In this way 
not only the lost blood volume was replaced, but 
the oxygen carrying function of the blood re- 
stored. The results obtained by this procedure 
were remarkable. Patients who were comatose 
would, after the bleeding, became conscious and 
even quite rational, and upon the reinfusion, the 
detoxicated and oxygenated blood would recover 
them still further and permanently.” 


The technic of reinfusion has been enormously 
simplified in recent years, by substituting the in- 
travenous for the intraarterial injection of citrated 
blood and by the use of the apparatus originally 
devised by the late lamented Dr. Kells, of this 
city, and now universally used for the aspiration 
of blood and other fluids collected in the body 
cavities or in the operative field, as is done sys- 
tematically by Cushing, De Martel and other brain 
surgeons. In this way, practically all the blood 
can be aspirated and held in an aseptic container 
where it can be citrated and filtered. The appar- 
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ent simplicity of the method accounts for the en- 
thusiasm with which the principle-of reinfusion 
has been recently revived “and is finding many un- 
thought of applications—the most important of 
these having been well brought out in the discus- 
sion of Dr. Levy’s paper by Dr. Souchon, and his 
reference to the advantages and disadvantages of 
the citrated as compared with whole blood, is also 
timely and important. 


There is much that can be said apart from the 
technic, in regard to the indications and contra- 
indications of autotransfusion. It is not always 
so benign in its effects as its modern simplicity 
and published reports suggest. There is danger 
in the abuse of this auto-blood therapy. For it 
must be admitted that autotransfusion is an un- 
necessary procedure in the average case of rup- 
tured ectopic pregnancy. Klopp, in reporting 
eleven cases of re-infusion for pelvic hemorrhage, 
in the paper referred to (1922), also reported 107 
consecutive cases of ruptured ectopic pregnancies 
treated in the gynecological department of the 
Jefferson Hospital, Philadelphia, with 8 deaths from 
all causes. He quoted Arnim, of Kiel, who reported 
(1919) 351 cases of extrauterine gravidity oper- 
ated on during the years 1910-1919, without re- 
fusion, and that of these, 8 died. 


however, that all these were ruptured cases. Many 


It is not clear, 


more statistics have accumulated since 1922, in 
which even a lower mortality is exhibited in con- 
sequence of earlier diagnoses and earlier opera- 
In the majority of these cases, the patient 
will rally when the hemorrhage is arrested and 


tions. 


the blood volume is restored by an intermittent 
or continuous isotonic intravenous salt or glucose 
solution, provided the abdomen is quickly closed, 
leaving the extravasated blood in the cavity to be 
absorbed. This 


toneal autotransfusion which only differs from 


is equivalent to an intraperi- 
the intravenous injection of blood in the relatively 
slow rate of absorption. 


The inability to sterilize the blood collected 
from sources of dubious asepticity in the abdomen 
particularly, will prevent its application in many 
operations in which the blood could be most prof- 
itably utilized, but in which its probable contami- 
nation prohibits its injection into the circulation, 
as in bleeding gun shot wounds of the abdomen, 
placeta previa, and post partium hemorrhage. 


While complimenting Dr. Levy and Dr. Sims, 
on the happy results of their first clinical applita- 
tion of the method of autotransfusion in this city, 
I trust the future contributors to this subject, here 
and elsewhere, will not forget that credit for the 
first application of autotransfusion in America is 
due to an American surgeon—Halsted—and not 
to a belated inspiration imported from foreign 


sources. Rudolph Matas, M. D. 


Note: The reader interested in the early his- 
tory of this subject will find all the necessary data 
in Dr. Halsted’s original paper on “Blood Re- 
fusion in the Treatment of Carbonic Oxide Poi- 
soning” in Vol. 1 of the two volume memorial 
edition of the “Collected Papers and Addresses of 
William Stewart Halsted,” edited by Dr. W. C. 
Burkett and issued by the Johns Hopkins Press 
in 1924. 


May 27, 1931. 


Dear Sir: 


I notice in your Journal of May, page 833, an 
article from Dr. W. H. Schudder of Mayersville 
promising an article from me on the treatment of 
malarial hematura. I beg to state as I never 
write articles for medical journals or medical so- 
cieties will enclose you an announcement of my 
fiftieth graduation anniversary, showing some of 
the work I have done. 


Yours truly, 


Dr. T. A. Heath, 
Shiloh Box, 
Filter, Miss. 


(Enclosure) 


Fifty years ago this month I graduated at the 
Hospital College of Medicine, Louisville, Ken- 
tucky, when I began the practice of medicine in 
this malarial delta. I have treated many of the 
most malignant forms of malarial hematura and 
never lost but one—never had but three to have 
a return of the disease, which I checked very 
nicely. I have treated other forms of malaria suc- 
cessfully, many not having a return of the disease 
for years. I have relieved many cases of malaria 
from twenty-four to forty-eight hours with only 
a few doses of my malarial powders. 


T. A. Heath, M. D. 
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SHARKEY COUNTY. 
Dr. and Mrs. H. S. Goodman, Cary, attended 
the meeting of the Mississippi State Medical 
Association in Jackson. 


Dr. and Mrs. M. J. Few, Rolling Fork, attended 
the State Medical meeting in Jackson. 


Dr. and Mrs. W. C. Pool, Cary, attended the 
State Medical Meeting in Jackson. Mrs. Pool 
attended the meetings of the Woman’s Auxiliary. 


Miss Katie Martin, daughter of the Late Dr. 
L. E. Martin, Anguilla, has gone to California, 
where she will marry Mr. Allen Selby. 


W. C. POOL, County Editor. 


ATTALA COUNTY. 


We are glad to report one of our physicians, 
Dr. J. W. Bailey, very much improved from a 
serious operation he underwent at the Baptist 
Hospital, Jackson. He has returned to his home 
at Kosciusko, and we hope he will have a speedy 
recovery. C. A. PENDER, County Editor. 


ADAMS COUNTY. 


A number of very lovely and informal parties 
have been given for the graduating nurses of the 
Natchez Sanatorium. Among the entertainments 
was that given by the junior nurses to the seniors, 
entertaining at the Nurses’ Home in Franklin 
Street. Throughout the lower floor, beautiful 
flowers were arranged, adding brightness to the 
setting. Refreshments were served. 


The graduation exercises for the nurses of the 
Natchez Sanatorium were held at five o’clock in 
the afternoon on June 2, at the Rendezvous. A 
social hour and dancing followed the exercises. 


Mr. George Dicks, son of Dr. J. W. D. Dicks, 
returned to Natchez June 6, from Old Hickory, 
Tennessee, where he had been visiting in the home 
of his brother-in-law and sister, Mr. and Mrs. 
Lyman Darling. 


Mrs. Nita Beer returned recently from a visit 
in New Orleans and is again a guest in the home 
of her brother-in-law and sister, Dr. and Mrs. 
Philip Beekman. 


Mrs. George Tiche is again at home with her 
son-in-law and daughter, Dr. and Mrs. Marcus 
Beekman, after a visit of several months with 
another daughter, Mrs. W. D. Hobgood and Mr. 
Hobgood at their home in Traylake. Mrs. Tiche 


D. W. Jones, Associate Editor 


will remain in Natchez for the greater part of 
the summer. 


Miss Mary Tiche and Miss Lynda Bray, of 
Athens, Goergia, were recent guests to Miss 
Tiche’s brother-in-law and sister, Dr. and Mrs. 
Marcus Beekman. 


Dr. and Mrs. Marcus Beekman entertained most 
beautifully at a recent supper party, featuring 
Mrs. C. L. Braman and her daughter, Miss Mary 
Braman, of Providence, Rhode Island, house guests 
of their relatives, Mr. and Mrs. S. Beekman Laub. 


Dr. J. S. Ullman has the sincere sympathy of 
his many friends in the loss of his brother, Aubrey 
M. Ullman, who died June 4, in Los Angeles, 
California. 


A very interesting report of the meeting of 
the Mississippi State Medical Association in Jack- 
son by Dr. E. E. Benoist was the feature of a 
recent regular meeting of the Medical Society of 
Natchez. Dr. Benoist discussed the various papers 
which were presented at the State Meeting. The 
talk was thoroughly enjoyed by everyone and was 
followed by a round table discussion. 


At the regular meeting of the board of trustees 
of the Natchez Hospital on June 4, Dr. P. H. Ray- 
burn was elected house surgeon. The staff of 
the hospital as now constituted consists of: Dr. 
J. A. Rayburn, surerintendent; Dr. G. H. Butler, 
assistant superintendent; Dr. P. H. Rayburn, house 
surgeon; W. D. Deterly, Secretary. 


Trustees attending the meeting were Mrs. Alma 
Spaulding, Fayette; Mrs. W. F. Tucker, Wood- 
ville; J. J. Whittington, Bude; J. E. Flowers, 
Wilkinson; Dr. E. E. Benoist, Natchez; Mrs R. 
T. Clark, Natchez; Mrs. Katie Ogden, Natchez; 
John R. Junkin, Natchez; and W. A. Lowry, 
Natchez. 

L. WALLIN, County Editor. 


MADISON COUNTY. 


I haven’t much to report from Madison County 
for this month but will try to find some items for 
you as the months go by. 


Among the Madison County doctors attending 
the Mississippi State Medical Association at Jack- 
son were Drs. Howell, Smith, and Durfey of 
Canton. 


Dr. John M. Melvin and Mrs. Melvin are in 
Baltimore where Mrs. Melvin is under treatment. 
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Miss Mamie Davis, Superintendent of the King’s 
Daughters’ Hospital, Canton, spent several days 
at home recently. 


F. P. DURFEY. 


PONTOTOC COUNTY. 


At this time (June 8) all of Pontotoc County 
is looking a week ahead to the meeting of the 
North East Mississippi Thirteen Counties Medical 
Society which meets at Houlka in Chickasaw 
County. The program is very interesting and 
we wish all our fellows in the State could attend. 
We are expecting one hundred percent attendance 
from Pontotoc County. 


Dr. J. H. Windham of Ecru, one of our ablest 
doctors, enjoys himself and relaxes occasionally 
by fishing. During the leisure days one may see 
him with his cane and can of bait. After the 
patient is cared for he sometimes stops at a good 
place and tries his hand at fishing. 


Dr. R. P. Donaldson, Pontotoc, is our county 
health officer. Besides his private practice which 
keeps him pretty busy, he also looks after the 
health of the county in general. Though we have 
a splendid health officer we seldom have to use 
him’as we have very few epidemics. Small pox 
and such stay away from us pretty well. 


Dr. J. D. Neel and Dr. E. B. Burns at Ecru in 
the northern part of the county are partners. 
They are very much interested in intravenous 
therapy and practice it more or less every day as 
the occasion permits. 


Dr. Z. A. Dorsey, Troy, in the south eastern 
part of the county, will present an interesting 
paper on ‘Focal Infection” at the meeting next 
week at Houlka. 


Dr. O. F. Carr and Dr. Dexter Dunavant, both 
of Pontotoc, are busy physicians. Dr. Dunavant 
helped to represent Pontotoc county at the recent 
State medical meeting at Jackson. 

Yours for a bigger and better Mississippi State 
Medical Society. 


ELIAM B. BURNS, County Editor. 


LINCOLN COUNTY. 

The Tri-County Medical Society met June 9, 
at 12 noon, in regular quarterly session at the 
Inez Hotel, Brookhaven, with a good attendance. 
After dinner in the cafe, the business and scien- 
tific programs were entered into. 


Guest of honor was President John C. Culley, 
Oxford, this being his first official visit since his 
elevation to his merited place in the State Medi- 
cal Association. He addressed the society on the 


needs of better and closer organization in the 
profession and spoke of the community hospital 
needs and the medical department of the Univer- 
sity of Mississippi. 


Dr. Culley enters into his work with zeal and 
confidence in his organization, committees, and 
friends over the State. We predict a good year’s 
history in Mississippi medicine under his guidance. 
He was called back by wire to his home thereby 
cutting short his too brief visit with this society. 


Dr. W. E. Clark, Assistant Superintendent of 
the Mississippi State Hospital, read an interest- 
ing paper on, “Psychoneuroses Following Influ- 
enza.” This paper brought out some very inter- 
esting things for the general practitioner and was 
discussed by many of the members and visitors. 
Dr. Clark has had a very rich experience in this 
line of practice and his paper was the more 
appreciated. 


Dr. John Bullock, Jackson, read a paper on, 
“Cause and Treatment of [Ileo-colitis,’”’ which 
evoked much interest, and showed the scientific 
developments on this subject. 


The Society went on record as favoring the 
community hospital idea as promulgated at the 
recent meeting of the Mississippi State Medical 
Association meeting and gave President Culley a 
vote of thanks for his visit and confidence in his 
work. 


The Tri-County Society will meet next in Mon- 
ticelloo, “On the Pearl,” September 8, as guest of 
the Lawrence County physicians, who are princes 
as good fellows and entertainers. 


This society mourns with her sister society in 
the loss of our good friend and charter member 
of the old Tri-County Medical Society, the beloved 
Dr. L. D. Dickerson of McComb. In his passing 
not only South Mississippi but the entire state has 
lost a good citizen and medical man. Suitable 
resolutions were passed on his demise. 


Dr. John T. Butler, without doubt the most 
active of the older practitioners of the State, is 
a “guest” in the King’s Daughters’ Hospital, 
Brookhaven, for a few days, suffering from herpes 
zoster. His loyal clientele and long list of medi- 
cal friends wish for him a speedy recovery. Dr. 
Butler will celebrate the 78th milestone in his 
history on June 19th, and the 54th in very active 
medical work, since he still makes night calls reg- 
ularly. 


The staff of the King’s Daughters’ Hospital met 
in regular monthly session, Tuesday evening, with 
discussions of interesting local problems and the 
annual re-organization and election of officers as 
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follows: Dr. O. N. Arrington, President; Dr. H. R. 
Fairfax, Vice-President; Dr. J. R. Markette, Sec- 
retary. 


Miss Merchant of Alabama is now the very effi- 
cient technician of the King’s Daughters’ Hospital 
and has already won her way into the good graces 
of the board and staff. 


W. H. FRIZELL, County Editor. 


PIKE COUNTY MEDICAL SOCIETY. 
A , 


DR. L. D. DICKERSON. 
McComb and Pike County suffered a vital blow 
in the death of Dr. L. D. Dickerson on June 4, 
from complications following appendectomy. 


Dr. Dickerson had been in McComb for about 
36 years and was held in the highest regard as a 
physician and surgeon and as a citizen. He was 
always interested in the betterment of the prac- 
tice of medicine, so made various trips to the 
medical centers that he might be better equipped 
to render his patients better care. He was a 
strong believer in organized medicine and he lived 
to see the Commonwealth Fund select Pike County 
as one of the two counties in Mississippi in which 
to place a unit. Dr. Dickerson was especially in- 
terested in the up-building of the little city that 
he had seen grow from a village and to this he 
gave unsparingly of his time and money and 
McComb is better off by his having lived here. 


Louis Dent Dickerson was born in Simpson 
County, September 11, 1869, the son of Judge 
John and Jane (Mullen) Dickerson. He was 
graduated from the Bellevue Hospital Medical 
College in 1894. He was a member of the Amer- 
ican Medical Association, Mississippi State Med- 
ical Association, the Tri-County and Pike County 
Medical Societies, and was always active in the 
State and local societies. His religious faith was 
that of the Baptist church, of which he was a 
deacon. On October 23, 1895, he was marired 
to Miss Ada M. Williams, the daughter of John 
H. and Sarah (Brinson) Williams of Lawrence 
County. To this union there were born two chil- 
dren, who with their mother survive the doctor. 


Dr. F. J. Underwood was in McComb, May 29, 
attending to the scholarships for doctors that are 
to be given by the Commonwealth Fund. 


Owing to the fact that Dr. Dickerson was dying 
on our meeting day, no meeting was held. 


L. J. RUTLEDGE, Secretary. 





SOUTH MISSISSIPPI MEDICAL SOCIETY. 
A regular meeting of the South Mississippi Med- 
ical Society was held at the Pinehurst Hotel, 
Laurel, on June 11, beginning at 3 p. m. 


The program included: 


1. Cystic Ovaries and Other Tumors of the 
Uterine Adnexa Complicating Pregnancy.—Dr. J. 
S. Gatlin, Laurel. 


2. A Plea for a More Earnest Effort in Our 
Examinations and Diagnosis by Utilizing Our More 
Common Laboratory Methods.—Dr. J. K. Oates, 
Laurel. 


3. The Treatment of Empyema by Aspiration 
and Air Replacement.—Dr. R. R. Roberts, New 
Orleans, Louisiana. 


4. Osteomyelitis (Illustrated with Lantern 
Slides).—Dr. Isidore Cohn, New Orleans, Lou- 
isiana. 


5. Address by President of the Mississippi 
State Medical Association.—Dr. John C. Culley, 
Oxford. 


After a business session, dinner was served 
at the Pinehurst Hotel. 


WINSTON COUNTY. 

The doctors of the Winston County Medical 
Fraternity with their wives, enjoyed a fish fry, 
May 12, the day was extremely pleasant and 
nearly all of the doctors were there. 


Dr. T. C. Suttle, who came back from Bison, 
North Dakota, some months back, united with the 
Medical Fraternity at the last meeting. 


We note with interest the recent marriage of 
Mr. Everett Watkins to Miss Hazel Kilpatrick. 
Mr. Watkins is the son of Dr. H. B. Watkins and 
the bride is the daughter of Dr. T. F. Kilpatrick, 
all of Noxapater. We congratulate them. 


M. L. MONTGOMERY, County Editor. 


BOLIVAR COUNTY. 


The Delta Medical Society met at Cleveland, on 
April 8, with 125 doctors in attendance. The 
Society went on record as favoring the commun- 
ity hospital in preference tod the present hospital 
system. After the afternoon session, which was 
devoted to an interesting and instructive program, 
all enjoyed the bountiful banquet given by the 
doctors of Bolivar County. 


Dr. J. D. Simmons, Gunnison, reported a case 
of undulant fever and stated that he was using 
the vaccine treatment with hopes of an early re- 
covery of the patient. 
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Under the efficient management of Mrs. W. A. 
Shelby, the King’s Daughters’ Hospital of Rose- 
dale, has been able to continue its great service to 
the community. 


Mrs. Shelby is serving without pay while our 
people are staggering through this financial crisis. 

In my drive for new members throughout the 
past year I feel that many friends stood by me 
most loyally and I thank them from the bottom of 
my heart. 


As in the past 23 years I have worked for or- 
ganized medicine and medical ethics, just so will 
I be laboring in the future. 


C. W. PATTERSON, County Editor. 


NORTHEAST MISSISSIPPI THIRTEEN 
COUNTY MEDICAL SOCIETY. 
Following is the announcement of the last reg- 
ular meeting of the Northeast Mississippi Thirteen 
County Medical Society: 


HOULKA DAY 
You are cordially invited to attend 
the 
Regular Quarterly Meeting 
of the 
Northeast Mississippi 13 County 
Medical Society 
to be held in the 
First Baptist Church at Houlka 
Tuesday, June 16th, 1 p. m. 


Houlka is in Chickasaw County, ten miles from 
Houston and last, but not least, is the home of 
our beloved and honored member, Dr. W. C. 
Walker. If you have any doubts about the great- 
ness of Houlka, attend this meeting. The North 
Mississippi Medical Society, will be our guests 
and share in the program. 


Please be prompt. 


Bring this program with you. 
C. E. Boyd, President 
J. M. Acker, Jr., Secretary. 


PROGRAM. 
1. Meeting called to order by Dr. C. E. Boyd, 
President. 


2. Invocation.—Rev. S. P. Andrews. 


3 Reading and adoption of minutes of the 
last meeting. 


4. Focal Infection.—Dr. Z. A. Dorsey. 
Discussion opened by Drs. Pegram and Guinn. 


5. Report of Allergic Cases.—Dr. A. H. Lit- 
tle, Oxford. 
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Discussion general. 


6. Dystocia With Special Reference to the 
Occiput Posterior.—Dr. Percy Toombs, Memphis, 
Tennessee. 


Discussion general. 


7. Ureteral Strictures—Symptoms, Diagnosis 
and Treatment.—Dr. L. C. Feemster, Jr. 


Discussion opened by Drs. Ewing and Philpot. 


8. Differential Diagnosis of Heart Murmurs in 
Children.—Dr. R. E. Priest. 


Discussion opened by Drs. Reed and Adams. 
9. Business session. 
Entertainment. 
6 p. m. Picnic Dinner. 
Address of Welcome.—Miss Moss Davis. 


Response.—Mr. I. B. Tigrett, President G. M. 
& N. R. R. 


MONROE COUNTY. 


Just a month ago, I wrote you that I was on my 
toes ready to start to Jackson to the meeting of 
the Association. Well, I went and I am more 
than glad that I did, for the memory of the brief 
association with so many of my friends lingers 
as a benediction. I would not have missed the 
warm handclasp of my good friend, Louis Dicker- 
son, for many times the cost of the trip. How 
glad I am that I did not, then, know that it was 
to be the last time I should see him. Yet I think 
it might have been good to tell him I loved him. 
I knew Louis Dickerson—I have seen him tested, 
and he proved himself to be a man (what more 
need be said?). ‘‘When shall we see his like 
again?” 


In my opinion the meeting was a success in all 
respects. Though Dr. Howard labored under phy- 
sical handicap, he did not fail to live up to his 
standard—indeed, ‘‘Richard was himself again.” 


The nominating committee honored the associa- 
tion when it presented the three names it did 
from which to choose a president-elect. A mis- 
take could not have been made no matter which 
had been chosen. Although the youngest of the 
three was drafted for two years of hard work, I 
am sure we will get honest, capable and satisfac- 
tory service. Dr. Acker (Jamie, as his friends 
love to call him), is a worker for the cause. He 
has been secretary of his society for several years 
and though he succeeded Dr. Underwood, he has 
made good to the fullest. We appreciate him and 
we stand by and for him. If all of the member- 
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ship will help him, I know that his work will bear 
much good fruit. 


One week from today the greatest medical meet- 
ing of all time, so far as Mississippi is concerned, 
will be held at Houlka. The Thirteen Counties 
will have the North Mississippi Medical Society 
as guest then and there. More correctly speak- 
ing, Drs. Walker and Hood will have the members 
of these two societies—nineteen counties—as their 
guests. What a gathering that will be! In my 
next I hope to be able to tell you something of 
this meeting. 


No news—health good—times hard—weather 
fine—fishing fair. 


G. S. BRYAN, County Editor. 


It is with much regret that we learn that Dr. 
W. G. Gill; Newton, Councilor for the Sixth Dis- 
trict of the Mississippi State Medical Association, 
has been confined to his home and hospital for 
the past three months, suffering with undulant 
or malta fever. 


TISHOMINGO COUNTY. 
Dr. D. D. Johnson, Belmont, was a patient for 
a few days of the last week in May at a hospital 
in Memphis, where he underwent a submucous 
resection of his nasal septum. 


KENNETH P. McCRAE, County Editor. 


WEBSTER COUNTY 
We have twelve physicians in Webster County, 
most of them in the evening of their professional 
life, but since preventive medicine rather than 
curative medicine is make such progress, we have 
about worked ourselves out of a job. 


We still have plenty of automobile accidents 
and midwives are very scarce, so you can readily 
see we are still keeping on in Webster County. 


W. H. CURRY, County Editor. 


PONTOTOC COUNTY. 

News are very scarce here. Dr. Robert Going, 
who was located in Pontotoc County, Houlka, R. 
F. D., has recently moved to Calhoun County, 
Calhoun City. 


R. P. DONALDSON, County Editor. 


PRENTISS COUNTY. 
Dr. and Mrs. W. H. Sutherland visited their 
son, who is completing his third year in medicine, 
at Louisville, Kentucky, recently. 


Dr. and Mrs. W. H. Anderson attended the State 
Medical Meeting at Jackson in May. 


Dr. J. C. Vandiver, Baldwyn, has recently re- 
turned home from the Northeast Mississippi Hos- 
pital where he underwent a gallbladder operation 
several weeks ago. Dr. Vandiver is convalescing 
slowly but nicely. 


Dr. Otis S. Warr, Memphis, Tennessee, was in 
Booneville recently on a professional visit. 

Dr. William M. Adams has recently returned 
from New Orleans, where he has been taking 
post-graduate work. 


ROBERT B. CUNNINGHAM, County Editor. 


YAZOO COUNTY. 
Yazoo doctors are rather quiet. You know we 
did not raise much corn last year so look out 
when the new crop comes in. 


The following Doctors attended the State Med- 
ical Association meeting in Jackson recently: Dr. 
Joe Roberts, Thornton; Drs. John Darrington, Gil- 
ruth Darrington, O. H. Swayze, Carl Day, J. T. 
Rainer, W. D. McCalip, H. L. McCalip, all of 
Yazoo City, I believe were all. 


Dr. S. H. Woods, Benton, left recently for 
Panama where he has been assigned to duty in 
government medical work. Mrs. Woods and their 
children will leave later to join Dr. Woods in 
their new home. 


Will try to do better next time. 
C. M. COKER, County Editor. 


DEATHS OF MISSISSIPPI DOCTORS. 
Robert H. Stewart, Poplarville; died following 
operation for mastoid and sinus trouble; March 
16, 1931, at New Orleans, Louisiana. Born Pop- 
larville, May 6, 1885. 


William Henry Whitaker, Grenada; chronic ; 
nephritis, cerebroembolus; at Granade, March 19, 
1931. Born Mississippi, 1860. 


J. A. Ashford, Bolton; diabetes mellitus; sen- 
ility; March 26, 1931, at Bolton. Born Chester, 
South Carolina, July 4, 1852. 


G. M. Westmoreland, Batesville; April, 1931. 
Born Spartanburg County, South Carolina, April 
20, 1853. 


G. C. Stone, Saltillo; at Saltillo, April 7, 1931. 
Born at Tremont, September 12, 1879. 


W. S. Weissinger, Hernando; chronic myocardi- 
tis; at DeSoto County, April 15, 1931. Born Au- 
gusta, Georgia, 1848. 


Samuel M. Jordan, Georgetown; 
April 19, 1931, at Georgetown. 
1848. 


Gangrene; 
Born Tennessee, 
































George David Mason, Lumberton; pneumonia 
followed by encephalitis; April 26, 1931, at Lum- 


berton. Born July 30, 1887, Isney, Alabama. 


J. B. Sims; Aberdeen; apoplexy; Aberdeen, May 
10, 1931. Born Aberdeen, February 19, 1861. 


Joseph M. Catchings, Hazlehurst, heart attack; 
at Hazelhurst, May 18, 1931. Born at Georgetown, 
March 20, 1857. 


E. G. Hamilton, Greenwood. Born at Abingdon, 
Virginia, November 20, 1881. 


Kossuth R. Cammack, Chicora. Born America, 


1888. 
(eR PERL ee 
HOLMES COUNTY. 
The Holmes County Community Hospital at 


Lexington, the first county hospital in the State 
by the way, opened Monday, May 25. We now 
have eleven patients, ten of them operative. This 
hospital is not fully complete as yet but we are 
working. 


The Winona District Medical Society will meet 
in Lexington, July 6. We are going to have lunch, 
music, ete., and after the program, the new hospi- 
tal will be inspected. 


The hospital has a capacity of 35 beds, equipped 
throughout with the most modern equipment that 
could be secured, at a cost of about $65,000. 


We understand Dr. R. C. Elmore of Durant has 
discovered an absolutely infallible method for re- 
ducing his golf score. 

ROBERT M. STEPHENSON. 


TREASURER. 


Please announce in the New Orleans Medical 
and Surgical Journal that Treasurer I. W. Cooper 
of Meridian has resigned and that President Cul- 
ley has appointed Dr. E. L. Wilkins of Clarksdale 
temporary treasurer. The transfer of all funds 
and securities has been made. Treasurer Wilkins 
has made bond in the sum of fifteen thousand 
dollars, and the financial statement has been for- 
warded to the Budget and Finance Committee for 
its audit. The bond has been sent to the Council 
for its approval. 

T. M. DYE, Secretary. 


EAST MISSISSIPPI MEDICAL SOCIETY. 


The East Mississippi Medical Society met at 
the Benwalt Hotel, Philadelphia, Thursday, June 
18, at 3 p. m. The program: 


1. The Patient.—Mrs. Iva Lovell, Meridian. 


2. The Present Understanding and Limitations 
of the Term, Eczema.—Dr. R. W. Hall, Jackson. 
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3. Symptoms of Colon Disfunction.—Dr. Hen- 
ry G. Rudner, Memphis, Tennessee. 


Immediately following the meeting a luncheon 
was served in the Benwalt Hotel. 


T. L. BENNETT, Secretary. 


COPIAH COUNTY. 
RRS ee EE 


DR. J. M. CATCHINGS. 

Dr. J. M. Catchings of Hazlehurst, died May 18, 
from an acute heart attack. He had been sick 
for about two weeks, came home the 14th, and 
was thought to be better. 


Dr. Catchings was one of Copiah County’s best 
citizens and physicians. 


W. L. LITTLE, County Editor. 


AND THEY STILL OCCUR 


The Bureau of Communicable Diseases of the 
Mississippi State Board of Health reports for the 
month of March, Typhoid fever, 16; smallpox, 
177; diphtheria, 62; for April, typhoid fever, 29; 
smallpox, 308; diphtheria, 29. 


ALL PREVENTABLE DISEASES! 


NORTH MISSISSIPPI MEDICAL SOCIETY. 


The regular quarterly meeting of the North 
Mississippi Medical Society was held jointly with 
the Northeast Mississippi Thirteen Countries Med- 
ical Society at Houlka, June 16, beginning at 1 
p. m. The members of the North Mississippi So- 
ciety were the guests of the members of the North- 
east Mississippi Society. 


The North Mississippi Medical Society is in- 
deed proud to have the President of the State 
Medical Asosciation listed in its membership. 


The Mississippi State Medical Association al- 
most lost its President, Dr. John C. Culley, on 
June 9, when the airplane in which he was re- 
turning to Oxford crashed on landing. Fortu- 
nately the accident resulted in no serious in- 
juries to Dr. Culley. Dr. Culley had received 
an emergency call while attending the meeting 
of the Tri-County Medical Society at Brook- 
haven. He was also to have appeared on the 
program of the South Mississippi Medical Society 
at Laurel on June 11 but was unable to attend. 


Dr. and Mrs. A. H. Little, Jr., recently gave 
a tea honoring President J. C. Culley, at their 
beautiful residence in Oxford. Guests were the 
local doctors and their ladies, the members of the 
faculty of the University and their ladies, and the 
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students of the medical department of the Uni- 
versity. In the receiving line were Dr. and Mrs. 
John C. Culley and Dr. and Mrs. A. H. Little. 

A. H. LITTLE, Secretary. 


MISSISSIPPI STATE BOARD OF HEALTH. 
“You may expect to have my name on the 
henor roll each month from now on. Enclosed 
are some items which you may wish to use.” 
FELIX J. UNDERWOOD. 


Dr. C. C. Applewhite of the State Board of 
Health attended the meeting of the Texas State 
Medical Association in Beaumont and delivered a 
paper entitled, “The Fundamental Principles of 
Public Health Administration.” 


Dr. L. L. Lumsden, Medical Officer of the U. 
S. Public Health Service, who is now stationed in 
New Orleans, Louisiana, was in Mississippi on 
May 29 conferring with health officials. 


Doctors C. A. Scamman, Lester J. Evans, and 
Miss Theresa Kraker, representatives of the Com- 
monwealth Fund of New York City, were in the 
State on May 29 interviewing applicants for medi- 
cal undergraduate and postgraduate scholarships, 
and scholarships for nurses. These representa- 
tives visited both Pike and Lauderdale counties 
during their stay here. Those to whom scholar- 
ships were awarded will be announced within a 
short time. 


The Mississippi State Board of Health met on 
June 23, 24, and 25. 


The Mississippi Follow-Up White House Con- 
ference on Child Health and Protection was held 
in Jackson on June 26 and 27. The program was 
as follows: 


Friday, June 26, 9 A. M. 
Registration All Day 
Governor Theodore G. Bilbo, Presiding 
Felix J. Underwood, M. D., General Chairman 
Music......... es ae eee eee eer Jackson Boys’ Band 


ELI LEE Dr. Lawrence L. Cowan 
Pastor, Galloway Memorial Church, 
Jackson, Mississippi. 


| ere Governor Theodore G. Bilbo 

PR KL i eB Jackson Boys’ Band 
Statement from the Chairman. 

Address: “Community Responsibility and Co- 


Operation for Child Health and Protec- 
NE xeanncstatenitacantecantananmacseasasl Prof. W. F. Bond 
State Supt. of Education, Jackson, Miss. 


I. EDUCATION AND TRAINING 
In the Home .................-— Mrs. Ellen S. Woodward 
Secretary, Mississippi State Board of Develop- 
ment and State Chairman, Better Homes in 
America, Jackson. 
Ree area ee Dr. John L. Sutton 
President, Mississippi Children’s Home Find- 
ing Society, Jackson. 


i. o*.. eee John C. Chambers 
Executive Secretary, Mississippi Conference 
Board of Christian Education, Jackson. 


SS ee eee W. F. Bond, 
State Supt. of Education, Jackson. 


In the Community........................ Blake W. Godfrey 
State Y. M. C. A. Secretary, Jackson. 


Friday, 2 P. M. 
II. THE HANDICAPPED CHILD. 
Prevention, Maintenance, and Protection. 


The Medical Care of Handicapped Children 
Harvey F. Garrison, M. D., Jackson and Frank 
Hagaman, M. D., Jackson. 


The Child in Employment........ J. W. Dugger, M. D. 
Director, Bureau of Industrial Hygiene and 
Factory Inspection, Jackson. 
| Al le es Miss Marcia Gibbs 
Director, Y. M. C. A., Vocational School 
Jackson. 


The Physically Handicapped Child...................... 
gta es ina idle eoa ae Mrs. Mary Baker 
Supervisor, Civilian Rehibilitation Work, 
State Department of Education, Jackson. 


SE LE OU EE Mrs. D. W. McBryde 
Asst. Executive Secretary, State Commission 
for the Blind, Jackson. 


The Mentally Handicapped Child.................... 
Scruton eres bigetnoen enced tuedanite H. H. Ramsey, M. D. 
Supt. Mississippi State School, Ellisville. 
eek Ls eee C. D. Mitchell, M. D. 
Supt. State Insane Hospital, Jackson. 


The Delinquent Child........................ Dr. N. B. Bond 
Professor of Sociology, University of Miss. 
ERS eS ee ee Prof. B. L. Coulter 


Industrial Training School, Columbia. 


Friday, 8 P. M. 


History and Purpose of the White House Coh- 
ference on Child Health and Protection........ 
ore ee ER TA RT Dr. H. E. Barnard 

Director of the White House Conference, 
Washington, D. C. 


Round Table Discussion. 





rs 





ee eee 
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Saturday, June 27, 9 A. M. 
Registration. 


Rice eres eicivon S Jackson’s Boys’ Band 
DRVOORIIORL Uo ctek ci este Rev. P. O’Rielly 
Catholic Church, Jackson. 


Devising a Better Civilization.......................... 
Rey Sat ee Mrs. Walter McNab Miller 
American Child Health Ass’n., 
New York, N. Y. 


III. MEDICAL SERVICE. 


Prenatal and Maternal Care............................ 
ee Rae 2 anne ef) James R. McCord, M. D. 
Emory University, Atlanta, Georgia. 
a ee J. H. Janney, M. D. 
Director, Rockefeller Foundation Training 
Station for Health Workers, Indianola. 


Growth and Development..Robert A. Strong, M. D. 
Professor of Pediatrics, Tulane University, 
New Orleans, La. 

IN cccccnrecocesncreesnnnseees Noel C. Womack, M. D. 
Jackson Infirmary, Jackson. 


Recreation and Physical Education................ 
anes actus en tn Bee Miss Gladys Eyrich 
State Board of Health, Jackson. 
Discussion....... Seno ORS Miss Ruth Beeson 
Playground Director, Jackson. 


Function of Health Workers in the Care of 
Preschool and School Children.................... 
ne eT eee eee F. Michael Smith, M. D. 
Director, Warren County Health Depart- 
ment, Vicksburg. 
EE Miss Mary D. Osborne 
Supervisor, Division of Maternal and Child 
Hygiene, State Board of Health, Jackson. 


Closing Session. 


Needed Legislation and Follow-Up Plans........ 
a Mrs. W. D. Cook 
President, State Parent-Teacher Ass’n., Forest. 


PLEDGE OF ALLEGIANCE. 


Dr. J. W. Cox of the American Society for the 
Control of Cancer, visited the State Board of 
Health while in Jackson attending the meeting of 
the State Medical Association. Dr. Cox addressed 
the Public Health Section of the Medical Associ- 
ation. 


Examination of applicants for medical licenses 
were held at the New Capitol on June 24 and 25. 
On the 24th, examinations on the first two year’s 
medical course were given, and on the 25th, 
evaminations were conducted on the last two 
year’s medical course. 


Applications by reciprocity for license to prac- 
tice medicine in Mississippi were considered on 
the first day of the meeting of the State Board 
of Health, June 23. 


Recently a preschool clinic was held at Leland, 
Mississippi. The clinic was plannned by Miss 
Lucile Brewer and was held with the assistance 
of the physicians and dentists of the county and 
the personnel of the Washington County Health 
Department. Thirty-eight preschool children were 
given thorough examinations and the parents were 
given advice relative to having any defect existing 
corrected. Each child was given a Schick test to 
determine susceptibility to diphtheria. Toxin-anti- 
toxin, typhoid, and smallpox vaccine will be given 
those needing it during the summer months. It 
is believed that having the pupils enter school 
with no physical handicaps and protected against 
preventable diseases will be invaluable to both 
teacher and pupil. 


Recent visitors to the State Board of Health: 
Dr. C. St. C. Guild, American Public Health As- 
sociation, New York City; Dr. W. F. Walker, The 
Commonwealth Fund, New York City; Dr. William 
DeKleine, American Red Cross, Washington, D. C.; 
Dr. James R. McCord, Emory University, Atlanta, 
Georgia; Mrs. Miriam Birdseye, U. S. Extension 
Department, Washington, D. C.; Mrs. Walter Mc- 
Nab Miller, American Child Health Association, 
New York City; Arthur J. Strawson, National 
Tuberculosis Association, New York City; Dr. M. 
Fline Haralson, Chief Quarantine Officer, The 
Panama Canal; Dr. R. A. Vonderlehr and Dr. O. 
C. Wenger of the Public Health Service; Dr. R. 
J. Enochs, Choctaw Indian Agency, Philadelphia. 
Dr. Enochs was accompanied by Dr. and Mrs. Lee 
Bates of Cornell University and the U. S. Bureau 
of Indian Affairs, and Miss Mable C. Head. 


Dr. Charles W. Sult, State Health Officer of 
Arizona, spent several days recently observing 
public health work in Mississippi. Dr. Sult was 
accompanied by his daughter, Alice Sult. 


HARRISON-STONE-HANCOCK COUNTIES 
MEDICAL SOCIETY. 

The Harrison-Stone-Hancock Counties Medical 
Society met in regular session Wednesday, June 3, 
at the King’s Daughters’ Hospital, Gulfport. The 
program consisted of reports from the delegates 
to the Mississippi State Medical Association. 
Dr. R. W. Burnett reported for Harrison County 
and Dr. C. M. Shipp reported for Hancock County. 


I wish to report the illness of Dr. J. G. Foun- 
tain, of Gulfport, who is recovering very rapidly; 
also the illness of Dr. W. W. Eley, of Biloxi. It 
is my understanding that Dr. Eley is also rapidly 
recovering. Dr. D. G. Rafferty, of Pass Chris- 
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tian, has also been ill at the King’s Daughters’ 
Hospital at Gulfport, but has recovered sufficiently 
to return to his home. 


The Harrison-Stone-Hancock Counties Medical 
Society will have its next regular meeting at the 
King’s Daughters’ Hospital, Gulfport, on July 1. 
The subject will be Infectious Mononucleosis, lead 
by Dr. W. A. Dearman, Gulfport. 


CUMMINGS H. McCALL, Secretary. 


VICKSBURG SANITARIUM. 
The regular monthly meeting of the staff of the 
Vicksburg Sanitarium was held on Wednesday, 
June 10. 


Moving pictures, Colles Fracture and _ the 
Anatomy of the Abdominal Viscera were shown 
through the courtesy of the Petrolagar Labora- 
tories. 


Special case reports presented: 


1. Fracture of Cervical Vertebra.—Dr. A. 
Street. 


2. Carcinoma of the Cecum.—Dr. 
Birchett, Jr. 


J. A. K. 


8. Double Vagina with Two Distinct Uteri.— 
Dr. S. W. Johnston. 


4. Subacute Mastoiditis with Rupture Inter- 
nally and Externally.—Dr. C. J. Edwards. 


Selected radiographic studies were shown as 
follows: Fracture of cervical vertebra (ambula- 
tory); Foreign Body embedded in thyroid; Mas- 
toiditis; Cholelithiasis (two cases); Renal calcu- 
lus; Stricture of rectum; Carcinoma of colon; 
Lung abscess; Pulmonary tuberculosis. 


The meeting closed with a lunch. 


CENTRAL MEDICAL SOCIETY. 

At the regular meeting of the Central Medical 
Society on Tuesday, June 16, at 7:30 P. M., at 
the Edwards Hotel, a resume of the papers of the 
different sections of the State Association was 
presented and a general discussion of interesting 
papers featured. 


The following reported on the various sections: 
Surgery, Dr. T. P. Sparks; Medicine, Dr. G. W. F. 
Rembert; Radiology, Dr. E. B. Van Ness; Public 
Health, Dr. C. C. Applewhite; Eye, Ear, Nose and 
Throat, Dr. W. L. Hughes. 


This was the last meeting of the society in 
Jackson until September, as the July meeting will 
be in Vicksburg jointly with the Issaquena- 
Sharkey-Warren Counties Medical Society, and 
there will be no meeting in August. 


W. L. HUGHES, Secretary. 


Dr. Walter E. Johnston is home from Vander- 
bilt University, where he received his degree in 
medicine on June 10. He will enter the practice 
of his profession in Vicksburg and will be asso- 
ciated with his father, Dr. Sidney W. Johnston. 


The young medical man is the third member of 
his immediate family to enter the profession, his 
brother, Dr. Hugh Johnston, now being at the 
Mayo Clinic. 


WOMAN’S AUXILIARY. 


At the May meeting of the Woman’s Auxiliary 
of the Issaquena-Sharkey-Warren Counties Medi- 
cal Society, held at the home of the President, 
Mrs. E. F. Howard, in response to an invitation 
from the Chamber of Commerce of Vicksburg, it 
was voted to co-operate with the other organiza- 
tions of the city in the annual “Clean up-Paint up” 
campaign. For this purpose a committee consist- 
ing of Mrs. M. H. Bell, Mrs. C. J. Edwards, Mrs. 
D. A. Pettit, Mrs. S. W. Johnston, and Mrs. 
V. Bonelli, was appointed. 


Doyle E. Hinton, acting Executive Secretary of 
the National Tuberculosis Association, New York, 
and J. T. Savage, President of the Mississippi 
Tuberculosis Association, Jackson, were present, 
and explained the work of the Tuberculosis Asso- 
ciation. The Auxiliary was asked to sponsor the 
raising of a four thousand dollar fund for the 
state and to take over the annual sale of Christmas 
seals for the counties of Issaquena, Sharkey and 
Warren. 


Mrs. M. H. Bell, Vicksburg, attended a special 
meeting of the Board of Directors of the Missis- 
sippi Tuberculosis Association at the Edwards 
Hotel, Jackson, on June 17. She was accompanied 
by Mrs. E. F. Howard, President of the Woman’s 
Auxiliary. 


The Jackson meeting was addressed by Dr. 
Kendall Emerson, Managing Director of the 
National Tuberculosis Association, with headquar- 
ters in New York City, by Dr. Felix J. Underwood, 
Executive Officer of the Mississippi State Board of 
Health, and by Dr. Henry Boswell, Superintendent 
of the Mississippi State Sanatorium and Pre- 
Preventorium. Mr. J. T. Savage, of Jackson, 
President of the Mississippi Association, presided. 


Dr. Edwin Akin, Aberdeen, is the new resident 
physician at the Vicksburg Hospital, succeeding 
Dr. G. P. Sanderson, who has entered private 
practice with offices in the First National Bank 
building. Dr. Akin received his medical degree 
from the University of Louisville following a medi- 
cal course at the University of Mississippi. 














EXTRACTS FROM THE MINUTES OF THE 
HOUSE OF DELEGATES OF THE MISSIS- 
SIPPI STATE MEDICAL ASSOCIATION. 
Report of Dr. C. W. Patterson, Rosedale, 


Vice-President. 


To the House of Delegates, Mississippi State 
Medical Association. 


Gentlemen: On August 21, 1930, following the 
request of Dr. E. F. Howard, President of the 
Mississippi State Medical Association, I attended a 
meeting of the officers of the Association at 
Jackson. 


After making a list of each non-member in the 
various counties and grouping them under the 
proper societies, I wrote the following members of 
the Delta Society before the October meeting and 
enclosed a copy of non-members with the request 
to assist in the work of organization by appealing 
to those who lived in their vicinity: Dr. H. T. 
Cummings, Pace, Boolivar County, Vice-President; 
Dr. G. M. Barnes, Belzoni; Dr. G. Y. Gillespie, 
Greenwood; Dr. W. A. Carpenter, Cleveland, and 
Dr. R. D. Dedwylder, County Health Officer. 


I also visited Dr. Cummings. I appealed to 
Councilor J. W. Lucas, Moorhead, to get all non- 
members in his county but received no reply and no 
non-member’s names. He was not at the Belzoni 
meeting. 


At the meeting in Belzoni, October 9, 1930, I 
collected from Dr. E. R. McLean and got the fol- 
lowing new members: Drs. Parnell, Pace and 
Wiggins, Cleveland. 


At this meeting I asked doctors from each town 
to see non-members in their vicinitiy, which they 
promised to do, but their promises were like pie 
crust—easily broken. 


On October 15, I gave Dr. L. B. Austin, Presi- 
dent of the Clarksdale and Six Counties Medical 
Society, a list of all non-members in those counties. 
I also asked the secretary of that society to assist. 


On November 5, I attended the meeting of the 
Clarksdale and Six Counties Medical Society and 
addressed them on “Organization.” At this meet- 
ing I talked to Dr. Brookshire and he paid his dues. 


Between November and March I appealed to the 
doctors individually and wrote many letters. 


By request of President Howard I attended a 
meeting of the Clarksdale and Six Counties Medi- 
cal Society on March 25, 1931, and received in- 
structions for future work. 


At a meeting of the Delta Medical Society on 
April 8, 1931, I made three separate talks on 
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organization and suggested that each county Vice- 
President assist in the work. . 

On April 15, I attended a meeting of the Nort 
Mississippi Medical Society at Holly Springs and 
made an address on “Organization.” I was in- 
formed by the Secretary that only 53 had paid 
from a list of 126 eligible for membership. I also 
learned from many new names had failed of 
mention at the business meeting, but were acted 
upon after my talk. 


I also gave a list of the non-members to several 
doctors at this meeting. 


Respectfully submitted, 
Charles W. Patterson. 


Report of Dr. L. L. Polk, Purvis, Vice-President. 


To the House of Delegates, Mississippi Medical 
Association. 


Gentlemen: 


So far as I can learn the office of Vice-President 
has been strictly one of honor. 


Our most active and efficient President, Dr. E. F. 
Howard, has sought to have the Vice-Presidents do 
some real constructive work in their own sections. 
My labors have been in the Seventh, Eighth, and 
Ninth Districts. I have endeavored to work with, 
and through, the Councilors of these Districts. Our 
efforts have been directed toward getting new 
members into the county societies, and to getting 
revised lists of memberships. This last has been 
rather difficult, but the several Councilors have 
done efficient work along this line, and I believe 
our lists are very nearly correct. 


Councilor J. W. D. Dicks, of the Eighth District, 
has been very active; and so has his district well 
organized. He deserves much credit for the work 
done. 


Councilor Dan Williams, of the Ninth District, 
has continued to keep his work up; so his district 
is well organized. 


Councilor Joe Green, of the Seventh District, 
has not been on the job long, but has been very 
active. 


Much work is needed to be done in the Seventh 
District, but owing to the sickness of my wife and 
myself lasting over a period of six months I could 
not give as much time to this district as it 
demanded. 


Dr. Green and I have co-operated perfectly in 
this work. We have written, ’phoned, and in every 
way urged the doctors to come into our society. 


Respectfully submitted, 
L. L. Polk. 
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Report of Dr. T. M. Dye, Clarksdale, Secretary. 


To the House of Delegates, Mississippi State 
Medical Association. 


Gentlemen: 


Notwithstanding the state-wide economic de- 
pression the membership of the Association has 


decreased only about one hundred for the year. 
This splendid showing is due in large part to the 
activity of the President, who has shown an un- 
usual interest in organized medicine during his 
administration. 


During the year a charter was issued to the 
North Mississippi Society, composed of Benton, 
Lafayette, Marshall, Panola, Tippah, Union and 
Yalobusha Counties. 


Acting upon instructions of the House of Dele- 
gates the bond of the Treasurer was increased to 
fifteen thousand dollars. 


E. M. Gavin, Councilor of the Seventh District, 
resigned and President Howard appointed Joe E. 
Green, of Richton, to succeed him. 


Historian P. W. Rowland resigned and President 
Howard appointed J. S. Ullman, Natchez, to suc- 
ceed him. 


Fraternally yours, 


T. M. Dye. 


REPORT OF THE COUNCILORS. 
First District. 


The First District is organized into two active 
societies: the Clarksdale and Six Counties Medical 
Societiety and the Delta Medical Society. Each 
society embraces a large territory and a good 
sized membership and each holds semi-anuual 
meetings. Effort is being made through the two 
secretaries to hold a joint social meeting of the 
two societies during the summer. More frequent 
meetings are advisable. 


There are about two hundred and eighty eligible 
physicians and surgeons in the District. 


On May 1, the Clarksdale and Six Counties 
Society showed a paid-up membership of fifty-two; 
the Delta Society showed a paid-up membership of 
seventy-nine. Regardless of hard times, the gen- 
eral average in attendance, paid-up dues, and 
general interest manifested have been excellent. 
The scientific programs have been practical and 
interesting and freely discussed by members and 
visitors. No law suits pending to mar “status quo.” 
The morale is excellent’ and the future bright. 


J. W. Lucas, Councilor. 


Second District. 

The Second Councilor District can report con- 
siderable progress. The North Mississippi Six 
Counties Medical Society, composed of the Coun- 
ties of Benton, Lafayette, Marshall, Tippah, 
Winona, and Yallobusha surrendered its charter 
as did the Panola County Medical Society, form- 
ing the North Mississippi Medical Society. This 
Society meets every three months with a fine at- 
tendance and much interest. 


The Tate County Medical Society has nine 
members; one non-member. On account of con- 
tinued illness of the secretary, the usual number 
of meetings yearly—six—were not held. 


The DeSoto County Medical Society meets every 
three months, good interest and attendance; 
twelve members; one non-member. 


This County just recently suffered the loss of 
its oldest and best member, Dr. W. S. Weissinger. 
No call on medico-legal fund. I have endeavored 
to keep in touch with all matters in the District. 

L. L. Minor, Councilor. 
Third District. 

The Northeast Mississippi Thirteen Counties 
Medical Society has a membership to date of 139 
out of a possible 182. We are about 20 or 30 
members short from 1930. Our society meets every 
three months, or four times a year. We meet upon 
invitation from the towns in our territory. Our 
meetings are well attended and are profitable, we 
think. There have been no suits, as far as I know, 
brought against any member of our society. The 
last four meetings have been at Starkville, Aber- 
deen, Corinth and Houston. There is nothing else 
that I know might be presented to the House. 

W. M. Robertson, Councilor. 


Fourth District. 


There are 93 eligible members in the seven 
counties. There are 49 who have paid their dues 
to date. 


There were four regular meetings held in the 
past year with an average of 22 members present 
at each meeting. 


Eligible members Members 
Montgomery 


Carroll 


Grenada 
BONNONG: 35... 5 cress dl tela 18 


| RE Cree 93 


No losses. 
T. W. Holmes, Councilor. 
4 














Fifth District. 


The activities of organized medicine in this Dis- 
trict are comprised in the work of two societies, 
the Central and the Issaquena-Sharkey-Warren. 
Claiborne County has an organization in name only. 
Two or three doctors get together just before the 
annual meeting of the State Association and elect 


themselves officers and delegates. Overtures have 


been made repeatedly to get Claiborne into either 
one of the two larger societies in the District, but 
thus far without avail. 


The Central, including the Counties of Hinds, 
Rankin, Madison, Yazoo, Simpson and Scott, re- 
ports a paid-up membership on May 1, of 126 
members. Dr. C. L. Green is the President, 
Dr. W. L. Hughes is the Secretary. This society 
holds regular monthly meetings with an average 
attendance of about 60, and have not failed in 
many years to execute a pre-arranged program. A 
special feature of the meetings of this society is 
the conduct of a short clinic before the regular 
scientific program. Dues are $8.00 for the year. 
During the year, this society suffered the loss of 
four members by death—Drs. Galloway, Arm- 
strong, Basinger and Ross. Also, we have lost 
several members by removal. 


The Issaquena-Sharkey-Warren comprises the 
three counties hyphenated, and reported a paid-up 
membership of 35 on May 1. They suffered the 
loss of one member by death—Dr. J. P. O’Leary. 
This society meets monthly and never fails to carry 
out a scientific program. A special feature of this 
society is to have every member appear upon the 
scientific program at least once a year. Two joint 
meetings were held with the Fifth District Medical 
Society of Louisiana and one with the Central, 
during the year. Dr. J. B. Benton is the Presi- 
dent, and Dr. Leon S. Lippincott is the Secretary. 


D. W. Jones, Councilor. 
Sixth District. 


I want to apologize for work done the past two 
months, but I got out of bed to attend this meeting. 

I want to commend Dr. M. J. L. Hoye, Vice- 
President, for his good work in the membership 
drive. 


At the meeting of the East Mississippi Medical 
Society, the first of August, 1930, at the Patrons 
Union, we invited Scott County to meet with us 
and invited them to join with us, but they presented 
a list of a majority of doctors in Scott County 
asking to be admitted to the Central Medical 
Society. This was taken up at a meeting of the 
Council held in Jackson and their reauest granted. 
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East Mississippi Medical Society is in good 
shape, holding regular meetings every other month 
and well attended. 


Kemper and Leake could do better and advise 
their coming in with the East Mississippi. 


Dr. Dudley Jones informs me that the suit, 
Martin vs. Hairston, has been settled. 


W. G. Gill, Councilor. 
Seventh District. 


Having been appointed to fill out the unexpired 
term of Dr. E. M. Gavin, resigned, I have not had 
much time to work. But with the help of our 
President, Dr. Howard, and Vice-President, Dr. 
Polk, some progress has been made. The Seventh 
District is composed of the South Mississippi Medi- 
cal Society, active, which has quarterly meetings 
that last from 2 P. M. to 9 P. M., and at which 
meetings there is splendid attendance, and well- 
balanced scientific programs rendered. The Clark- 
Wayne Society is inactive and at present we have 
a movement on foot to have Clark County join the 
East Mississippi Medical Society at Meridian and 
Wayne join the South Mississippi Medical Society. 


Only one damage suit has been filed and that 
was against Dr. Stroud at Mount Olive and I 
understand has been settled. Dr. T. Gandy, Royce; 
Dr. Robert Stewart, Poplarville, and Dr. George 
Mason, Lumberton, have been taken by death and 
our society as well as organized medicine suffered 
a distinct loss in the going of these three active 
young physicians. 


Harmony prevails in our ranks in the Seventh 
District. 


Joseph E. Green, Councilor. 
Eighth District. 


To the Council and House of Delegates, Missis- 
sippi State Medical Association. 


Gentlemen: 


The Eighth Councilor District consists of three 
medical societies—namely, the Tri-County Medical 
Society—embracing in its territory the counties of 
Copiah, Lincoln, Walthal, and Lawrence; the Pike 
County Medical Society, a one-county society; and 
the Homochitto Valley Medical Society, consisting 
of the counties of Adams, Amite, Jefferson, Frank- 
lin, and Wilkinson. 


The number of eligible physicians residing in 
the Eighth Councilor District is 126. The com- 
bined membership of the three medical societies 
is 102; the number of non-members is 24. The 
percentage of membership for this district is 80 
plus per cent. 
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The membership by societies is as follows: 


Medical Society Members Honorary Total Non-members 


Tri-County ............ 33 1 34 17 
Pike County .......... 24 0 24 0 
Homochitto Valley.. 43 1 44 7 


The number of members and non-members of 
the three societies arranged by counties is as 
follows: 


County Members Non-members 
I secentsntiidstncuioatchoand 9 10 
IIE > io. scceputauseaensntade 5 2 
SO bao 14 4 
PI asic eicctiniicestirecneenctiled 6 1 
aS aerate oar» 24 0 
a SESE eee 24 0 
SRE IRR ee sites’ 4 5 
I a 7 1 
BN i cs deena 4 1 
Wilkinson .......... 5 0 


Analyzing the county statistics of membership, 
we find that in the Tri-County Medical Society, 
Walthal County leads with 85 plus per cent, 
Lincoln comes second with 77 plus per cent, Law- 
rence third with 71 plus per cent, and Coniah last 
with 46 plus per cent. Pike County Medical 
Society has 100 per cent membership. In the 
Homochitto Valley Medical Society, Adams and 
Wilkinson Counties lead with 100 per cent each, 
Franklin is second with 87 plus per cent, Jeffer- 
son third with 80 per cent, and Amite last with 
44 plus per cent. 


Since the last meeting of the State Association, 
the three societies have suffered a death loss of 
four members. During the year ending May, 1930, 
the societies of, this district reported a combined 
membership of 93. Deducting our losses from 
death we show a net gain of thirteen members. 
This gain is probably a little larger if we deduct 
removals from the district. 


During the past year the Tri-County Medical 
Society held four meetings, one each quarter. The 
average attendance at these meetings was 25. The 
Pike County Medical Society held twelve meetings, 
one each month, with an average attendance of 18. 
The Homochitto Valley Medical Society held four 
meetings, one each quarter, with an average at- 
tendance of 16. Very interesting and instructive 
programs were arranged for these meetings. 


A vigorous campaign was put on to bring into 
organized medicine all eligible non-members in the 
district. The Vice-Presidents of the three societies 
were commissioned as recruiting officers in their 
respective counties. 


A list of the non-members in their respective 
counties was sent to them and they were urged to 
make a strenuous effort to bring these non-mem- 
bers in. They were advised to call on the Councilor 
for any aid they might need in order to get these 
non-members who are eligible into the medical 
societies. 


In order to aid the vice-presidents in this work, 
I addressed personal letters to every non-member 
in this district, inviting and urging them to come 
forward and identify themselves with organized 
medicine by joining one of the three medical 
societies. 


I believe this campaign has resulted in several 
new members being added to the medical societies 
of this district. 


With a view to increasing the interest in the 
societies and stimulating their growth, we organ- 
ized a joint meeting of the three societies in this 
district. We met in Brookhaven during the month 
of October, 1930. A very interesting program was 
arranged. The President and several of the other 
officers of the State Association were present at 
this meeting. We had an attendance of about 
seventy members. 


It was decided at this meeting to perpetuate 
the joint meeting of the societies, and a perma- 
nent organization was effected. A standing com- 
mittee, consisting of the presidents and secretaries 
of the three societies, was appointed to act with 
the Councilor of the district to arrange the de- 
tails for future joint meetings. Natchez was 
selected as the next place of meeting and October 
was designated as the time for the meeting. We 
are planning a splendid program for this meeting 
and expect to have a record-breaking attendance. 


It is our intention to make an aggressive cam- 
paign for new members and I hope that in the 
near future this district will be able to show 
approximately 100 per cent membership. 


The economic depression prevailing during the 
past year has no doubt prevented a larger gain 
in membership. 


There have been no malpractice suits in this 
district brought to the attention of the Councilor 
during the past year. 


I believe a live, energetic program committee 
is essential for each society. Every program 
should be interesting and instructive. Round table 
discussion of clinical cases, I believe, to be more 
important than papers. I do not mean to infer 
that scientific papers are not important, but I 
would rather stress clinical case reports as proba- 
bly being of more interest to the general. practi- 
tioner. Medical economics should receive more 
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attention than we have been giving to this im- 
portant subject in the past. This subject should 
have a place on our programs. As this is a rather 
materialistic age in which we are living, men de- 
mand some material return for the money expended 
in dues. Unless we can give this return, we cannot 
expect to interest them in organized medicine. 
Medical ethics also should have a place in our 
programs and should be stressed. 


I would recommend that the medical societies 
endeavor to inculate a spirit of team-work and 
comradeship among their members, make the local 
medical society a militant organization, affording 
its members a means of improving themselves pro- 
fessionally and aiding them to solve the economic 
problems that confront our profession. 


J. W. D. Dicks, Councilor. 
Ninth District. 


The Harrison-Stone-Hancock Counties Medical 
Society continues to hold its regular meetings in 
the evening of the first Wednesday of each month. 
These meetings in the past year have been held 
at Biloxi, Gulfport, Pass Christian, and Bay St. 
Louis, with good attendance and interesting and 
instructive programs. 


The Jackson County Medical Society has been 
invited to join with the Harrison-Stone-Hancock 
Counties Medical Society. 


The Jackson County Medical Society meets 
regularly on the second Tuesday evening in March, 
June, September and December. 


Every physician in the county is a member in 
good standing except one. 


Daniel J. Wilson, Councilor. 


REPORT OF DELEGATE TO THE MEETING 
OF THE AMERICAN MEDICAL 
ASSOCIATION. 


Detroit, Michigan, June 23 to 27, 1930. 


To the President and House of Delegates, Missis- 
sippi State Medical Association. 


I attended the last meeting of the American 
Medical Association in Detroit as a delegate from 
the Mississippi State Medical Association. I have 
been requested by your President to present to you 
a report of the proceedings of the House of Dele- 
gates in an endeavor to bring into more intimate 
contact the association of our Society with the 
parent organization. As you are aware, the 
American Medical Association occupies a relation- 
ship to the various state organizations similar to 
that of the state organization to the various local 
or county societies. 


In the organization of the House of Delegates 
at its intial meeting one is struck at once by the 
rigorous scrutiny of the credentials of the dele- 
gates. No one is seated unless he can produce 
indisputable evidence of his appointment as a 
delegate or alternate. A number of members of 
the various state societies who desired to represent 
their societies in the absence of delegates were 
unhesitatingly refused admission to the House by 
the presiding officer. 


Following the seating of the delegates came first 
the address of the Speaker of the House, after 
which was the appointment by him of the various 
reference committees. The Speaker, Dr. F. C. 
Warnshuis, after welcoming the delegates to 
Michigan, of which State he is a resident, de- 
voted the most salient portions of his address to 
an explanation of the mode of procedure to be 
followed in the handling of the various matters, 
reports, resolutions, new business, etc., coming 
before the House. 


Next in order came the address of the retiring 
president, then that of Dr. Gerry Morgan, presi- 
dent-elect, followed by that of the secretary, and 
then the reports of the board of trustees and the 
various bureaus. 


Dr. Harris devoted his address in large measure 
to a plea, in an endeavor to forestall state medi- 
cine, for the various county societies throughout 
the nation to organize and incorporate for business 
purposes, medical centers owned and controlled by 
the medical profession, where all classes of persons 
who are unable to pay regular fees to their own 
physicians could secure the highest type of treat- 
ment at prices within their incomes. There is no 
question but that this is a real problem confronting 
the profession and one to which we should all give 
our most earnest thought and endeavor. Whether 
Dr. Harris’ method is the most feasible plan and 
one adapted to all sections one cannot say. He 
has given much thought and study to the subject 
and in our opinion it is well worthy of our serious 
consideration. It is a vital subject which will 
eventually affect each member of the medical pro- 
fession wherever he may be practicing. 


Dr. Morgan in his address paid particular atten- 
tion to the relation of the physician to the hos- 
pital from the standpoint of the pecuniary value 
of his services. This was stressed on account of the 
growing tendency of the public and insurance com- 
panies to assume that the payment of the hospital 
bill discharged all obligations for treatment in- 
cluding medical and surgical services rendered. 
To quote Dr. Morgan: “These services (the physi- 
cian’s) are his direct individual contribution to the 
patient receiving them, and as such they cannot 
be regarded as part of that which the hospital 
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sells or gives away, according to its own corporate 
judgment.” 


The Secretary’s report dealt with the member- 
ship of the Association and a plea for militant, 
co-ordinated, homogenous organization from top to 
bottom, or from national organization down to the 


individual member of each county society. This 
condition we feel can ultimately be attained by a 
well defined program carried out year by year, by 
the various state organizations. 


When one comes to review the report of the 
Board of Trustees one is brought to a full realiza- 
tion of the immensity of the work that is being 
accomplished by the present organization. 


The publication of the Journal of the American 
Medical Association, Archives of Neurology and 
Psychiatry, Archives of Dermatology and Syphil- 
ology, Archives of Pathology, Archives of Sur- 
gery, Archives of Ophthalmology, Archives of 
Otolaryngology, Archives of Internal Medicine, 
American Journal of Diseases of Children, and the 
Quarterly Cumulative Index, have all been kept 
upon the highest plane of scientific medicine, and 
while some have been published at a financial loss, 
we feel that from the standpoint of advanced and 
scientific medicine they are well worth the expense. 


The library has grown from year to year and 
has been so conducted as to put its facilities at 
the disposal of any one of us. During 1929, 
2000 library packages were supplied, approxi- 
mately 5000 periodicals were loaned. To any 
physician desiring to take advantage of its serv- 
ices it offers a fertile source of informatien on any 
medical subject. 


It is hardly necessary to mention the great work 
being accomplished by the Council on Pharmacy 
and Chemistry, in protecting the profession and 
public from exploitation. All of the new drugs 
and remedies are thoroughly investigated by it 
and a report rendered the profession through the 
columns of the Journal. 


Because of the great public interest in foods 
and the exploitation of food products by commer- 
cial interests, the Council investigates thoroughly 
these products, and keeps us informed as to their 
legitimate worth. 


The Council and Physical Therapy has sought 
through the columns of the Journal and by radio 
broadcasting to keep us informed and to educate 
the public as to the relative merits of the various 
physio-therapy agents. 


The field of physio-therapy is comparatively 
new. Many of the methods are empiric in char- 


acter, requiring all the closer scrutiny on the part 
of the Council. 
work has been placed under several different com- 


For this reason this phase of 


mittees, vix., roentgen-ray, education, radium, 


advertising, scientific research, nomenclature and 
definition, and standardization. 


The Bureau of Legal Medicine and Legislation 
is constantly watching legislative developments 
both state and national and uses its influence to 
the end that legislation affecting the profession 
and public be of such a character as to be for 
their best interests. There was brought strongly 
to the attention of the House the present attitude 
of the Government toward the hospitalization and 
treatment of conditions and diseases not originat- 
ing in the service and having no connection there- 


with. To quote from its report: “Now, however, 


the Government is constructing numerous hospi- 
tals and providing many beds solely to accommo- 
date persons suffering from diseases and injuries 
in no way connected with the service. The ex- 
cessive demands that have heretofore been made 
for such socialistic service from the Federal 
Government have been and are leading to still 
further demands, and the end is not yet in sight. 
The situation is grave.” 


This bureau functions in every field of legal 
endeavor where its services will serve to protect 
the interests of the profession and public. 


The duties of the Bureau of Health and Public 
Instruction are mainly educational in character, 
consisting of addresses, radio talks on subjects of 
public interest, and the distribution of literature 
dealing with health, hygiene, etc. 


Regarding the scope of work done by the Ameri- 
can Medical Association I can do no better than 
to quote two concluding paragraphs from the re- 
port of the trustees: 


“Apparently many members do not have any 
genuine appreciation of the scope of the work of 
the Association. Many seem to be unaware that 
any activities are engaged in except those necessary 
for the production of the Journal; others appear 
to believe that the Association is concerned only 
with the publication of its periodicals. 


The councils of the Association are constantly 
carrying on constructive and significant work in 
the promotion of scientific medicine; the Associ- 
ation’s bureaus deal with matters pertaining to 
the interests of the medical profession and the 
public welfare. In addition they constitute a 
service department through which information is 
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continually disseminated to the officers of compo- 
nent and constituent medical societies and to 
individual members of the Association as well as 
to the general public.” 


The Judicial Council in its report to the House 
of Delegates stated that the work of this body 
was becoming increasingly heavier because of the 
developmments in industrial medicine, the activi- 
ties of corporations in medical fields, the expan- 
sion of public health programs, especially those 
of unofficial agencies, the organization of so-called 
hospital associations and co-operative diagnostic 
laboratories, the creation of funds and foundations 
concerned in some manner with medical practice 
or public health, the working of compensation 
laws, and many other factors which have given 
rise to many new questions and have produced 
many perplexing problems of which final solution 
is not easily possible. This Council is doing a 
constructive work and should be given every assist- 
ance possible towards the working out of the 
problems presented to it. 


The Council on Medical Education and Hospi- 
tals has been directly instrumental, you might say, 
has been the main factor in the elevation of the 
standards of medical education, and the placing of 
our medical schools upon a high scientific basis. 


The following quotation gives a brief resume of 
the scope of the work embraced: “During the last 
twenty-five years the Council’s field of service has 
been gradually extended until now it has to do 
with the four following departments of medical 


practice. 


1. Medical education, including premedical, un- 
dergraduate and graduate medical education. It 
also includes medical licensure, as the standards 
of licensure depend considerably upon the stand- 
ards put into effect by the medical schools. 


2. Hospitals, including (a) hospitals of from 
seven beds up which are considered worthy of 
being named in the ‘Hospital Register’; (b) those 
sufficiently developed educationally to deserve ap- 
proval for the training of interns, and (c) those 
worthy of approval for higher internships, or 
residencies, in the specialties. 


8. Clinical Laboratories. The Council’s work 
in this field was authorized by the House of Dele- 
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gates in 1923 following simultaneous but inde- 
pendent petitions from (a) the American Chemical 
Society, and (b) the Section on Pathology and 
Physiology of the American Medical Association, 
requesting that after due investigation, a list of 
clinical laboratories deemed worthy of approval be 
established. 


In 1928 the sec- 
tion on Radiology of the Illinois State Medical 
Society petitioned the House of Delegates to have 


4. Laboratories of Radiology. 


the Council’s duty of supervising clinical labora- 
tories extended to include also the laboratories of 
radiology. In both these fields the supervision in- 
cluded not only private laboratories but also the 


departments of hospitals.” 


In the time at my disposal I have necessarily 
had to be brief and give a cursory review of 
what struck me as the most salient features 
brought out during the meeting. One is im- 
pressed by the magnitude of the work that is being 
accomplished, and it is brought definitely home to 
one that every citizen and every physician is being 
affected by the work of this organization, much of 
which is done by men without renumeration with 
a whole souled devotion to duty in order to make 
this a better world in which to live. 


There is one observation that I would like to 
make and that is that, if some means could be de- 
vised by which our organization could keep an able 
representative in the House of Delegates for a 
longer period of time his influence would be much 
enhanced and we would be the gainers thereby. 


One is struck by what is accomplished in an 
assembly of this character by one who is familiar 
with the routine and conversant with the guiding 
hands 
plishes who is new to the business and who is a 


in contradistinction to what one accom- 


stranger amongst strangers. 


We look upon being appointed as a delegate as 
an honor, which it is, but it is also a position of 
trust and carries gyith it an obligation of work to 
be done, which is difficult of accomplishment under 
our present system. 

Hugh A. Gamble. 


Fraternal Delegate. 


A pleasing feature of the session was the 
official reception and introduction of Dr. Randolph 
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Lyons, New Orleans, Fraternal Delegate from the 
Louisiana State Medical Society. Dr. Lyons gra- 
ciously extended the greetings of the Louisiana 
Society to the Mississippi Association. 


Medical School. 


John C. Culley presented the following resolu- 
tion relative to the University Medical School, 
which was adopted: 


Articles of Resolution. 


Whereas, In the course of the past year of un- 
settled political conditions within the State of 
Mississippi, whereby the University of Mississippi 
School of Medicine has been, and still is, placed 
in jeopardy; and, 


Whereas, The American Medical Association, 
through its respective officers, Doctor N. P. Cald- 
well, Secretary of the Council on Medical Education 
and Hospitals, and Doctor Fred C. Zapffe, Secre- 
tary of the Association of American Medical 
Colleges—have been so wise, and considerate and 
judicious in their every act in passing on the 
status and rating of the University of Mississippi 
School of Medicine; have worked unceasingly and 
unselfishly with the officers of our Medical School 
and this Association to keep this, Mississippi’s only 
Medical School, intact, operative, and of Class-A 
rating; and 


Whereas, Doctor P. L. Mull, Dean of the Uni- 
versity of Mississippi School of Medicine, the 
faculty members of our Medical School, friends 
and alumni throughout the State and elsewhere 
havé loyally and unselfishly given unreservedly of 
their time, resources, influence and energy to the 
welfare and protection of our State Medical School, 
despite adverse conditions and depleted treasuries; 
now, therefore. 


Be it Resolved: 


1. That we, in regular session assembled, as 
the State Medical Association of Mississippi, 
uanimously express our gratitude, indebtedness and 
high esteem to Doctor N. P. Caldwell, Secretary 
of the Council on Medical Education, Doctor Fred 
C. Zapffe, Secretary of the Association of Ameri- 
can Medical Colleges, Doctor P. L. Mull, Dean of 
the University of Mississippi School of Medicine, 


the faculty of the University of Mississippi School 
of Medicine and those others instrumental in with- 
standing and combatting the destructive influences 
which came so near destroying our Medical School 
and bringing its good name, excellent record and 
enviable reputation of those many years into dis- 
repute and extinction; and 


2. That these resolutions be forwarded respect- 
ively to Doctors Caldwell, Zapffe, Dean Mull and 
the faculty of the University of Mississippi Medi- 
cal School; that a copy be given to publication 
and a copy hereof be spread on the records of 
this Association. 


Edley H. Jones introduced the following pro- 
posed changes in the Constitution and By-Laws: 
Constitutional change: Article VI., Sec. 1, insert 
after the word “Treasurer” “a Sergeant-at-Arms.” 
Sec. 2, delete the word “and” after President-Elect 
and add “and Sergeant-at-Arms” after “Vice- 
Presidents.” By-Law changes: Amend Chapter VL, 
Sec. 2, by inserting after “Treasurer” “three 
names for Sergeant-at-Arms.” Amend Chapter 
VII., by adding section 6 as follows: The duties 
of the Sergeant-at-Arms shall be to aid and assist 
the President in preserving order, seating dele- 
gates properly, and any other duties prescribed by 
the President. He shall be authorized to appoint 


as many assistant Sergeants-at-Arms as may be 
necessary to aid him in the proper performance of 
his duties. 


Honorary Members. 


Dan J. Williams, on behalf of the Harrison- 
Stone-Hancock County Society, proposed the fol- 
lowing members for honorary membership and 
they were unanimously elected: D. G. Mohler, 
Gulfport; J. D. Wilkerson, Gulfport; G. A. Me- 
Henry, McHenry. 


O. N. Arrington, on behalf of the Tri-County 
Society, presented the name of J. M. Catchings, 
Hazelhurst, for honorary membership, and he was 
unanimously elected. 


C. W. Patterson, acting for the Delta Society, 
offered the name of L. B. Sparkman, of Rosedale, 
for honorary membership, and he was unanimously 
elected. 


H. F. Garrison, on behalf of the Central Medical 
Society, presented the name of B. L. Culley, of 
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Jackson, for honorary membership, and he was 


unanimously elected. 
Meet in Jackson in 19382. 


After a spirited contest Jackson was selected 
as the meeting place for 1932. 


H. A. Gamble moved that the Secretary com- 
municate the sympathy of the Association to the 
families of Drs. Lynch and Stucky, who were so 
tragically killed a day or two before. 
unanimously adopted. 


This was 


Appreciation. 


W. H. Frizell offered the following resolution 
of appreciation, which was unanimously adopted: 

Moved by the Mississippi State Association that 
its deep appreciation. be expressed for the many 
courtesies shown by the Central Medical Society, 
the citizens of the city of Jackson, the manage- 
ment of the Edwards Hotel and by the press of 
the city of Jackson and reporters of Southern 
daily papers, during this session in the city of 
Jackson. 


Be it further moved, that we express our hearty 
appreciation for active and vigorous efforts of our 
President, Dr. E. F. Howard, for his constructive 
administration, and the efficient manner in which 
he has presided over its deliberations. 


J. S. Ullman, 
W. L. Little, 
W. H. Frizell. 


A motion offered by W. G. Gill was adopted to 
the effect that any member of the Association 
making examination for life insurance for any of 
the old line companies for a fee of less than $5.00 
was liable to expulsion from the Association. 


Budget and Finance. 


The Committee on Budget and Finance reported 
as follows through W. L. Little, which report was 
adopted: 


To the House of Delegates. 
Gentlemen: 


Your Committee on Budget and Finance has 
audited and approved the financial reports of the 
Treasurer and the Secretary. We recommend the 
following budget for the year 1931-32: 


President’s Expense Account ...................... $ 100.00 
es a eee 500.00 
Secretary’s Expense Account ...................... 100.00 
Editor’s Expense Account ..........................-- 300.00 
Historian’s Expense Account ...................... 100.00 
Council’s Expense Account .......................... 100.00 
N. O. Medical & Surgical Journal ............ 1,000.00 
RE NR eee ae Hee ene ea 200.00 
Expense Annual Meeting ............................ 300.00 
I ooo aciccnesstctisecesccemcen ect cnaatansaceaees 50.00 

, ERLE Ee eee ara ts toe re res sane $2,750.00 


We recommend that the following bills be 
allowed: 


President’s Expense Account ...................... $ 100.00 
Vice-President Hoye Expense Account .... 37.14 
Vice-President Patterson Expense 

III (ae ne ede ert matinee 50.00 
Vice-President Polk Expense Account ...... 17.85 
Councilor Lucas Expense Account ........ si 12.35 
Councilor Minor Expense Account .......... 10.35 
Councilor Jones Expense Account. .......... 27.05 
Councilor Gilf Expense Account .............. 7.47 
Councilor Green Expense Account ........ 7.20 
Councilor Williams Expense Account .... 17.65 


W. L. Little, 
S. E. Eason, 
D. E. Montgomery. 


Report of the Council. 


Since adjournment of the State Association, the 
Council has held one semi-official meeting, at Jack- 
son, August 21, 1930. President Howard had 
requested the Council to meet with other officials 
of the Association for a round-table discussion of 
matters of organization. Williams, Robertson, 
Gill, Lucas, and Jones attended this meeting, along 
with President Howard, President-elect John C. 
Culley, Secretary T. M. Dye, Vice-Presidents 
Hoye, Patterson, and Polk, and Leon S. Lippin- 
cott, Editor of the Journal. The Councilors were 
admonished by the President of their duty, as 
organizers of the Association membership, and an 
intensive campaign projected with the object of 
bringing into the membership every eligible physi- 
cian within its bounds. 


After adjournment of this meeting, the Council 
went into executive session. 


Councilor Gill presented the signed request from 
a majority of the physicians of Scott County ask- 
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ing that this county be transferred to the Fifth 
District with membership in the Central Medical 
Society. The request was approved, and the Secre- 
tary of the Council was instructed to take up the 
Charter of the Scott County Medical Society, and 
merge the same into the Central Medical Society. 


A* like request was submitted by Councilor 
Minor, in writing, for Panola County, requesting 
that this county be allowed to come into the North 
Mississippi Six County Medical Society, and that 
the name of this Society be changed to the North 
Mississippi Medical Society. The request was 
approved and Councilor Minor was instructed to 
take up the Charter of the Panola County Medi- 
cal Society and merge the same as requested into 
the North Mississippi Medical Society, securing a 
new charter. Secretary Dye was requested to 
again remind the local societies that dues must be 
paid by February 1. Failure of the Secretary of 
a local society to file his report by February 1, 
automatically suspends that society from member- 
ship until such report is filed, and the members 
thereof would be ineligible for defense by the 
It is urged that 


dues be collected before January 1, as far as 


Council during that interval. 


possible. 


Secretary Dye was requested to send a list of 
physicians in each county who are not members 
of the Association to the respective Councilors 
immediately after receiving these reports from the 
Secretaries. 


The Council approved defense of the law-suit 
of J. H. Smith vs. R. A. Clanton, et al., and 
ordered a check issued for attorney’s fee in this 
case. In the case of Ira Martin vs. Dr. S. H. 
Hairston, Councilor Gill was instructed to look 
into this matter, the plaintiff in this case having 
died since the suit was filed. 


Council adjourned to meet in May at the regular 
Convention. 
. 


Since that date, Councilor Gavin has resigned, 
and Dr. Joseph E. Green, of Richton, has been 
appointed to fill out the unexpired term. Several 
law-suits have been filed against members of the 
Association and the Council is taking care of their 
defense; disposition of such cases will be reported 


later. . 
May 12, 1931. 
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The Council met on call of the Chairman in 
Room 223, Edwards House. 
Councilors. 


Present all of the 


Each Councilor presented a written report of 
the conditions of affairs in his district. Coun- 
cilor Lucas reported that there was nothing in his 
district requiring attention at this meeting. Coun- 
cilor Minor reported that there was nothing in his 
district requiring attention except confirmation of 
the action of the executive committee whereby the 
name of the North Mississippi Six Counties Medi- 
cal Society was changed to the North Mississippi 
Medical Society, with the following counties com- 
prised therein: Benton, Lafayette, Marshall, Tip- 
pah, Union, Yallobusha, and Panola. The Councilor 
hopes to get into this Society the counties of 
Tate and DeSoto, where the work has not been to 
his satisfaction. Councilor Robertson reported 
that there was nothing in his district requiring 
Councilor Holmes made the same re- 
port for the Fourth District. 


made the same report except that the law-suit of 


attention. 
Councilor Jones 


Mrs. Brown vs. Dr. J. M. Ware, is still pending 
in the courts. Approval of the defense in this case 
had already been given by the executive commit- 
tee. Sixth district, Dr. Gill reported nothing re- 
quiring attention except final order for the issuance 
of a check to Hon. V. B. M. Miller for services in 
the case of Martin vs. Hairston. This was done, 
Dr. Green filed a 
request to transfer Clark County to the East Mis- 


and check issued accordingly. 


sissippi Medical Society and asked permission for 
Wayne County to be transferred to the South Mis- 
sissippi Medical Society. He was instructed to se- 
cure a written request from the majority of the 
doctors, members of the Association, in each county, 
and file same with the executive committee. Dr. 
Green reported one law-suit wherein Dr. W. F. 
Stroud was sued. It appeared that a druggist in 
the employ of Dr. Stroud filled the prescription 
complained by the woman for some other doctor. 
Therefore, the Council construed that there was no 
charge against Dr. Stroud’s professional standing 
or integrity as a physician, even though he was 
as owner of the drug store, legally responsible for 
the acts of the druggist in his employ. The Coun- 
cil has repeatedly ruled that the Medico-Legal Fund 


is for the protection of the members of the Associ- 
ation, in their professional capacity. Matters of 
business should .be covered by other insurance. 
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The Secretary of the Council was instructed to 
again call attention of the members of the Associ- 
ation to the procedure required when asking for 
Chapter 14 of the 
By-Laws explains this in detail. 


defense by the Association. 
Briefly summar- 
ized, it is as follows: 1. Immediately confer with 
your Councilor, as to employment of attorney. 2. 
Present your case in writing; that is, a copy of 
plaintiff’s declaration; and your reply thereto; a 
statement from your County Committee on Medical 
Defense, which committee is composed of your Sec- 
retary, your Councilor, and the member of the 
County Society. Incidentally, the Secretary must 
certify to the time of payment of your dues. If 
the local committee approves the defense, your 
Councilor will forward the papers to the Secretary 
of the Executive Committee of the Council, who 
will forward same, if in due form, tto the two 
other members of the Executive Committee. If 
the Executive Committee approve the defense, your 
tee to order check issued for attorney’s fees without 


approval of the entire Council. 
— ALTARS 


DR. G. W. BARLOW. 
Dr. G. W. Barlow of Lake, Scott County, died 
suddenly at his home on May 14. On that day Dr. 


Barlow had been attending to his practice as usual 
and had returned to his home, when he was taken 


ill, complained of pain in his head, and died of 
apoplexy in less than an hour. 


Dr. Barlow was born at Harrisville, Simpson 
County, March 7, 1868. After finishing high school, 
he entered Louisville Medical College, where he 
was graduated in 1889. During the same year he 
passed the State Board examinations and began to 
practice his profession in his native community. 
Here he remained for 24 years. In 1913, he moved 
to Star, Rankin County, and practiced there until 
1930 when he moved to Lake. He was of the old 
school of “country doctors,” who never knew tire 
or impatience in administering to his fellowmen. 
He was loved and trusted by everyone who knew 
him and will be sadly missed. 


Survivors are his widow, Mrs. Mattie Barlow, 
five sons, Billy, and Royce of Star, Jan and Walter 
of Jackson, and Tom of New Orleans, and two 
daughters, Miss Lucille of Waterproof, La., and 
Mrs. W. C. Cates of Converse, La. 
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GRENADA COUNTY. 

There is little of personal nature to report for 
Grenada County. Our doctors are well and active 
with routine duties. A fine fraternal spirit exists 
among us and we have one hundred per cent mem- 
bership in our local society. 


We are fully behind our new President and want 
to help him to have a good year. 


Our membership will be interested to know that 
our esteemed Ex-President Dr. J. W. Young, is in 
good general health and though unable to get about 
is still keenly interested in everything medical. 


T. J. BROWN, County Editor. 


ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY. 

A joint meeting of Issaquena-Sharkey-Warren 
Counties Medical Society and the Fifth District 
Medical Society of Louisiana was held at the St. 
Francis’ Sanitarium, Monroe, on Tuesday, June 16. 
Approximately one-half of the entire memmbership 
of the Mississippi Society was present. 


A fine banquet followed by an excellent scientific 
program and special entertainment features made 
up a most pleasant and profitable meeting. 


A return joint meeting will be held in Vicksburg 
in December with the Issaquena-Sharkey-Warren 
Counties Society as host. 


The next meeting, a joint gathering with the 
Central Medical Society, will be held in Vicksburg 
on Tuesday, July 14, at 7 P. M. The Central Medi- 
cal Society will furnish the scientific program. 


HONOR ROLL FOR JULY. 

J. S. Ullman, T. M. Dye, F. J. Underwood, J. H. 
Newcomb, J. M. Acker, T. L. Bennett, A. H. Little, 
Cummings H. McCall, W. L. Hughes, W. C. Pool, 
C. A. Pender, L. Wallin, F. P. Durfey, E. B. Burns, 
W. H. Frizell, L. J. Rutledge, M. L. Montgomery, 
C. W. Patterson, G. S. Bryan, K. P. McRae, W. H. 
Curry, R. P. Donaldson, R. B. Cunningham, C. M. 
Coker, R. M. Stephenson, W. L. Little, T. J. Brown, 
D. W. Jones. & 


The above co-operated in the preparation of the 
news section for this month. Your editors thank 


you. 








BOOK REVIEWS 


The Chest in Children: By E. Gordon Stoloff, 
M. D. Paul B. Hoeber, Inc. 1930. Annals of 
Roentgenology Vol. XII. pp. 432. 


This large volume contains very beautiful illus- 
trations of chest radiographs with descriptive 
text: and in many instances diagramatic sketches. 
Suggestions for diagnosis are very clearly set 
forth, and the anatomical as well as developmental 
aspects of certain structures such as thymus 
gland are described. 


This book should be a very valuable addition 
to the practitioners pediatric library. 


L. Von MEYSENBUG, M. D. 


Clinical Nutrition and Feeding in Infancy and 
Childhood: By I. Newton Kugelmass, M. D., 
Ph. D., Se. D. Philadelphia. J. B. Lippin- 
cott Company. 1930. pp. 345. 


The purpose of this book is to supply the general 
practitioner with information concerning the 
etiology, diagnosis and treatment of the problems 
of pediatrics involving nutrition. It comprises 
modern contributions applicable throughout growth 
from the antenatal period to infancy and from 
early childhood to pubescence in the cause and pre- 
vention of disease, maintenance of health, and 
effective treatment of disease, for uninterrupted 
growth and development. 


While the title of this book leads one to believe 
that it deals only with feeding during infancy 
and childhood, it goes further and takes up blood 
disease and the infectious diseases. 


The illustrations are good and there are refer- 
ence to the literature throughout the book. 


It is not recommended as a text book for stu- 
dents, but should be handy for the genereal prac- 
titioner. 


L. Von MeYSENBUG, M. D. 


The Physics of X-Ray Therapy: 
neord, M. Sc. 
Lound. 1931. 


By W. V. May- 
Columbus, Ohio. Hugh A. 
pp. 177. 


This small book contains seven chapters and one 
hundred and seventy-seven pages, with one hun- 
dred and six illustrations. 


We recommend this book to all radiologists who 
are not well informed on the physics of roentgen- 
ray therapy. Too many use the roentgen-ray em- 
pirically in the treatment of disease, and many bad 
results are obtained for this reason. The author 


clearly explains the modern use of physical factors 
in the scientific application of the roentgen-ray. 
LEON J. MENVILLE, M. D. 


Practical Radiation Therapy: By Ira I. Kaplan, 
B. S., M. D. Philadelphia, W. B. Saunders Co. 
1931. pp. 354. 


The author has had a great deal of experience 
in the use of radium and roentgen-ray in the treat- 
ment of disease Some 2,000 patients is referred 
to him annually for radiation therapy. 


We are impressed with his experience that small 
doses of heavily filtered radium applied over a 
long period of time is more efficacious than large 
doses for a short period. This has been our experi- 
ence and we believe that the pendulum is slowly 
but surely swinging in this direction. 


The first chapter of this book contains a brief 
but interesting historical description of the dis- 
covery of the roentgen-ray and radium. 


Beautiful illustrations accompanies the text and 
adds much to the interest of this book which is a 
practical one, and contains valuable information 
to the radiologist who will find it very useful in 
his practice. 

LEON J. MENVILLE, M. D. 


Year Book of General Surgery: Ed. by E. A. 
Graham, A. B., M. D. Chicago, Year Book 
Publishers. 1930. pp. 847. 


Following the custom of previous years, this 
volume gives in abstracted form the annual review 
of the surgical literature of the world, laying 
stress in many articles of particular interest which 
have been published during the year. 


Among these is the review of many articles in 
anesthesia with special emphasis upon the sub- 
stances relied upon for the production of full 
surgical anesthesia, several articles dealing with 
some of the casualties following their use are also 
detailed. 


The subjects of hyperparathyroidism and sympa- 
thectomy in circulatory diseases of the extremity, 
as well as the surgical application of therapeutic 
venous obstruction are extensively discussed. 


The entire book is not only easily readable, 
instructive and practical, but also gives an 
authoritative answer to the salient practical 
points of current surgical progress in a condensed 
and easily obtainable way. 

Pau. G. Lacroix, M. D. 
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Cerebrospinal Fluid, in Health and Disease: By 
Abraham Levinson, B. S., M. D. 3rd Edition. 
St. Louis, C. V. Mosby Co. 1929. pp. 386. 


This is the third edition of another note- 
worthy contribution on a special subject from the 
pediatrists. Logically presented, the first chapter 
consists of the hstiory of cerebrospinal fluid. 
Herein we learn that Hippocrates tapped the 
ventricles in hydrocephalus, that Herophilus dis- 
covered the fourth ventricle, and that the versatile 
Leonardo da Vinci concerned himself with the 
third circulation. Two of his cartoons are repro- 
duced. Touched upon are the discoveries or works 
of Hemesius, Galen, Glisson, Weil, Haller, Cotugna, 
Magendie, Schmidt, Corning, Wynter, Morton, 
Quincke, Middeldorpf. The chapters that follow 
consist of a general review garnised by the 
author’s own observations concerning the anatomy, 
chemistry, physiology and pathology of the cere- 
brospinal fluid. It is intelligently indexed and 
should be extremely worth while for rapid 
reference. 


MAURICE SULLIVAN, M. D. 


The Centennial History of the Tennessee State 
Medical Association: Edited by Philip M. 
Hamer. Nashville, Tennessee State Medical 
Association. 1930. pp. 580. 


Lately there has been an epidemic of state 
medical society histories. This is just another one, 
over which it is difficult to become very excited 
unless you are particularly interested in Tennessee. 
One chapter, however, is of general interest. It 
is the chapter on Medical Education by Otis Warr. 
He describes the evolution of medical education in 
the state, which according to Mr. Flexner, “At one 
time harbored more low-grade medical schools than 
any other Southern state.” Eighteen medical 
schools were founded. Most of them were short- 
lived. The Memphis Medical College, the Botanico- 
Medical College, the Nashville Medical College, 
the Shelby Medical College, the Memphis Hospital 
Medical College, the University of Tennessee, The 
Chattanooga Medical College, the Tennessee Medical 
College, the Sewanee Mediical College, the College 
of Physicians and Surgeons, the Meharry Medical 
College, the Hannibal Medical College, the Chatta- 
nooga National Medical College, the Knoxville 
Medical College, the University of West Tennessee 
College of Medicine and Surgery, have given way 
to three institutions, viz: University of Tennessee, 
Vanderbilt and Meharry (for negroes). How and 
why this chaotic multiplicity of schools, what 
caused each to fail or to merge with another, why 
Cornelius Vanderbilt made possible the establish- 
ment of one of the South’s greatest institutions, 


is all told so well by Dr. Warr that he steals the. 
book. 


MAURICE SULLIVAN, M. D. 


Diagnosis and Treatment of Brain Tumors: By 
Ernest Sachs, M. D., A. B. St. Louis, C. V. 
Mosby Ca. 1931. pp. 396. 


The work is written by a man who is both a 
neurologist and a neurosurgeon, which fact is well 
exemplified throughout the entire book. In reading 
the book one is impressed with the clearness in 
which the various subjects are presented and the 
logic which the author has used in all of his 
assertions. The entire work represents largely the 
author’s own experience, which has been very ex- 
tensive, and points are well illustrated by represen- 
tative cases together with operative findings. The 
first chapter on surgical anatomy and physiology is 


‘ excellently written, and it would be well worth the 
‘time of any physician to read it carefully. A 


large portion of the chapter on methods of ex- 
amination deals with roentgen-ray examination in 
which many characteristic and illustrative roent- 
genograms are shown. The author, however, feels 
and emphasizes that laboratory methods of diag- 
nosis are of much less significance in the diagnosis 
of brain tumors than are the clinical history and 
findings. In the chapter on symptoms and signs 
of increased intracranial pressure the original color 
paintings of changes in the eyegrounds are ex- 
tremely valuable. The entire work, however, is 
profusely illustrated, there being two hundred and 
eighteen illustrations, all of which are well done. 
The chapter on technic is especially clear and well 
illustrated from the set-up in the operating room 
to the various steps in the operative procedure. 


One can without hesitation say that this is un- 
coubtedly the best work of its kind in the English 
language and should be of value to any physician, 
even though he is not especially interested in 
neurosurgery. 

ALTON OCHSNER, M. D. 


Studies in Urology: From the Cornell Univer- 
sity Dept. of Urology, author. 1930. pp. 101. 


A review of the October, 1930, number of the 
Cornell University bulletin in which is reported 
the studies from the department of urology re- 
veals the excellence of the work that comes from 
that particular department of the school. 


It contains complete and often well illustrated 
articles on practically every condition, both surgi- 
cal and otherwise, that is encountered in the 
practice of uruology, and written by such eminent 
authorities as Keyes, McLellan, Stevens, Barringer, 
Jeck, Munch, Wehrbein and Campbell. 





94 Book Reviews 


A careful study of this volume is of equal value 
as a study of any of the modern published text 
books on urology, and perhaps even more so, due 
to the fact that it brings to the profession the 
latest word in that specialty. 

W. A. REED, M. D. 


Hemorrhoids: The Injection Treatment and Pru- 
ritus Ani: By Lawrence Goldbacher, M. D. 
2nd Rev. Ed. Philadelphia, F. A. Davis Co. 
1931. pp. 207. 


This book outlines the author’s plan of treating 
hemorrhoids by the injection of 5 per cent phenol 
in cottonseed oil. The surprising thing about this 
treatment is the very large dose he uses at an 
injection. “At various times he (the author) has 
injected as much as 20 cubic centimeters of 5 per 
cent phenolized oil at one treatment (divided into 
two injections of 10 cubic centimeters each, at 
different sites.)” 

The book is neatly arranged and printed, and 
plentifully illustrated, but too much space is wasted 
in trying to fill up its 207 pages. 

MAURICE LESCALE, M. D. 


Primary Syphilis in the Female: By Thomas A. 
Davies, M. D. (Lond.), London, Oxford Univ. 
Press. 1931. pp. 103. 


A most complete resumé of the type, location 
and incidence of the primary luetic lesions found 
in the female. Great stress is placed on the 
frequency of the primary lesions of the cervix 
uteri, which is so often overlooked. 

He well points out the rarity of the typical 
chancre and the great necessity of the use of the 
dark field as a diagnostic measure. 

This little book is of inestimable value to every 
venereologist as well as gynecologist. 


MonrRoE WoLF. M. D. 


Practical Dietetics for Adults and Children in 
Health and Disease: By Sanford Blum, A. B., 
M. S., M. D. 4th Rev. & Enl. Ed. Philadel- 
phia, F. A. Davis Co. 1931. pp. 380. 


Another book on dietetics, of which there seemed 
already to be an abundant supply. The present 
work has the advantage of simplicity and clearness. 
The arrangement, alphabetically, also renders 
reference easy and rapid. The recommendations 
for diets are well thought out and based upon 
authoritative standards. The fact that there is 
no lengthy or elaborate discussion of the diseases 
for which the diets are suggested may be looked 
upon either as an advantage or as a disadvantage, 
according to the purpose to which the book is to 
be applied. 

I. I. LEMANN, M. D. 


Collected Papers, 1904-1929: By Edwin Beer, 
M. D. New York, Paul B. Hoeber, Inc. 1931, 
pp. 827. 


This volume consists of most of the medical 
publications of the author that have appeared dur. 
ing the past twenty-five years. The papers are 
grouped chronologically and according to subject- 
matter—gastro-intestinal, liver, kidney, bladder 
ureters, prostate, spleen and spinal cord. 

Each paper is easily readable, scientifically dis” 
cussed and of practical value, giving the reader 
the benenfit of the author’s vast experience. 


PauL Lacroix, M. D. 
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